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Do you 


REGAN’S 


SOUTHERN MEDICAL JOURNAL 


have YOUR copy of 


Doctor and Patient and the Law 


SECOND EDITION? 


It’s not too long ago that a doctor’s soothing advice was accepted quite implicitly by the average 
patient. After accidents or surgery, he could say, “Don’t worry—you'll soon be as good as new.” 


He can’t make promises like that in any condition now. What was described in TIME MAGA- 
ZINE (March 27, 1950 Issue) as a “legal rash” has broken out in many sections of the country. 


If this “legal rash” hasn’t shown up in your office—your chances of having it appear are good, 
and “in forensic as in other types of medicine, prevention is better than cure.” (TIME again.) 
Your best prophylaxis is a copy of Dr. Regan’s book. 


Here’s what the medical critics think of it: 


“As a code for proper professional conduct there has 
nothing yet been presented that so precisely fills the need. 
Undoubtedly this volume will become a classic. While 
it is needful that the clinician arm himself with technical 
treatises, the practicing physician, after all, is a public 
character and his activities extend beyond technical pro- 
cedures. It is just as essential that he be aware of his 
legal obligations and how to protect himself as it is for 
him to know how to treat the patient. This book is as 
needful to a well rounded office library, no matter how 
small, as is a good book on anatomy.” 

—California Medicine, May, 1950 


“it is beyond my comprehension how any physi- 
cian in any branch of medicine can afford not to have a 


copy ef this work, not only in his library, but on his 
desk within easy reach for ready reference. I have re- 
viewed many books on medical-legal subjects and con- 
sider Dr. Regan’s ‘Doctor and Patient and the Law’ as 
not only one oi the best, but the best book in this field.” 


—Archives of Physical Medicine, January, 1950 


“His book is clear cut, concise, straight forward and full 
of very important information for medical students and 
for practicing physicians. I should like very much to see 
a volume of this kind made a required text for the fourth 
year students.” 


—E.L.T., M.D., Dean, University of Washington 
School of Medicine, Seattle 


By LOUIS J. REGAN, M.D., LL.B., Member State Bar of California; Professor of 
Legal Medicine, College of Medical Evangelists; Consulting Staff, Hollywood 
Presbyterian Hospital, etc. 545 Pages. PRICE $10.00 


THE C. V. MOSBY COMPANY 


3207 WASHINGTON BLVD. ° 


SMJ-950 


ST. LOUIS, 3, MISSOURI 


Please send me: Regan’s DOCTOR AND PATIENT AND THE LAW—Second Edition. $10.00 


0 Enclosed find check. 


Name. 


(0 Charge my account. 


Address. 
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Approach Junior with a dose of bad-tasting medicine 
and you ll probably get the typical child’s reaction: 
he won't take it without being forced or bribed. 
But try this: offer him delicious Dulcet PENICILLIN 
Tablets. The delightful candy-like appearance 
and taste of Dulcet Penicituin Tablets win quick 
and hearty approval from youngsters—and from 
adults who dislike unpalatable medication. 
e The penicillin G potassium content of each Dulcet 
Tablet is adequately buffered with 0.25 Gm. caleium 


NOW 
AVAILABLE 


100,000 unit 
Dulcet PENICILLIN 
Tablets 


See that the Rx 


little patients 


won't listen 


fo reason 


carbonate, minimizing loss of therapeutic value 
through destruction of penicillin in the stomach. 
e@ Dulcet Tablets are stable indefinitely at room 
temperature, rigidly standardized for highly aceu- 
rate dosage. 

e You don’t have to reason with small fry at 
medicine time when you use Dulcet PENICILLIN 
Tablets. Available in 50.000 and 100,000 unit 


potencies —at pharmacies every- 
where in bottles of 12 and 100. Obbeott 


reads: 


POTASSIUM TABLETS (Buffered) 


®Medicated Sugar Tablets, Abbott 
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LIPPINCOTT SURGERY 


SELECTED 
PROFESSIONAL 


ae in Daily Practice 


Ferguson 


Surgery of the Ambulatory Patient 

by L. Kraeer Ferguson, M.D., F.A.C.S., Chief of Surgery, Graduate Hospital 
of the University of Pennsylvania 

Fundamental problems connected with office surgery —the anatomy, etiology 
and treatment of typical lesions. ““The author of Surgery of the Ambulatory 
Patient has completely covered the subject including much material on the diag- 
nosis of conditions requiring hospital care ... this volume fills a need for an 
authoritative reference on minor procedures.’’—SuURGERY, GYNECOLOGY & 
OssTEtTRIcsS. 2nd Edition, 1947. 932 Pages. 645 Illustrations. $12.00 

Bunnell 


Surgery of the Hand 
by Sterling Bunnell, M.D. 
“‘Makes available to present and succeeding generations the many experiences 
and the abundant technical knowledge acquired in the lifetime of a busy and 
talented surgical genius who for many years has made reconstruction, particu- 
larly of the crippled hand, his paramount interest.’,— CALIFORNIA MEDICINE. 
2nd Edition, 1948. 930 Pages. 779 Illustrations, 7 Color Plates. $16.00 
Thorek 


Modern Surgical Technic 
by Max Thorek, M.D., LL.D., Sc.D., F.I.C.S., Professor of Surgery, Cook 
County Graduate School of Medicine 7 
“The book, while fairly inclusive, does not suffer from being too voluminous, 
nor is it too abridged . . . It should prove to be a convenient and authoritative 
reference work for the student, the general surgeon and the general practi- 
tioner.”—JOURNAL OF THE AMERICAN MEDICAL ASSOGIATION. New, 2nd 
Edition, 1949. 4 Volumes and Separate Index Volume. 3170 Pages. 2,375 


Illustrations, 140 Color Plates. $72.00 
Thorek 


Surgical Errors and Safeguards 

by Max Thorek, M.D., LL.D., Sc.D., F.I.C.S., Professor of Surgery, Cook 
County Graduate School of Medicine 

“No surgeon can fail to be benefited by consulting this volume. Its lessons 
are impressive. The profuse illustrations are beautiful and informative and 
add much to its value. One of the most important new sections is that on the 
medicolegal aspects of surgery.’””—NORTHWEST MEDICINE. 4th Edition, 1943. 
1,085 Pages. 794 Illustrations, Many in Color. $15.00 


J. B. Lippincott Company, E. Washington Square, Phila. 5, Pa. 
Please enter my order [] Ferguson, Surgery in the Ambulatory Patient, $12.00 


. . 
| il incott and send me: 0 Bunnell, Surgery of the Hand, $16.00 


00 Thorek, Surgical Errors and Safeguards, $15.00 


Philadelphia * London * Montreal 
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A natural source of vitamins A and D 
in pleasantly-flavored, candy-like form i 
readily taken by children of all ages. 

Each tablet supplies a vitamin content 


of 312 units of vitamin D and 


3.120 units of vitamin A*. ' 


WHITE LABORATORIES, INC. Pharmaceutical 


NEWARK 7, N. J. 


#U. S. P. daily minimum requirement 
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i) Distinguished HOEBER Books 


| Jolliffe, Tisdall and Cannon’s 


CLINICAL NUTRITION 


The Complete and Authoritative Guide 
to Nutrition and Diet 


1950 BOOK! A complete and practical book by 36 eminent authorities to help 
you solve the nutritional problems of everyday practice. Sponsored by the Food and 
Nutrition Board of the National Research Council, it gives you the very latest knowl- 
edge of nutrition—normal needs, diet therapy, detection of obscure deficiencies (61 
natural color plates help you recognize the physical signs), diet in the young, the aged, 
and the pregnant woman. Obesity is clearly explained. Precise instructions, including 
specific diets, tell how to reduce properly. Edited by NoRMAN JOLLIFFE, M.D., F. F. 
TISDALL, M.D., and Paut R. CANNON, M.D.: 925 pp., 127 illus., 61 color plates. 


$12.00 


| Harris’ BRUCELLOSIS 


NEW 2xp EDITION! Much has been learn- 
ed. in recent years of Undulant Fever, one of 
the most protean diseases, yet thousands of un- 
detected cases still exist. Dr. Harris offers 
clinical help for the family physician and every 
specialist. He shows how to recognize the disease 
and how to treat it effectively. By Harotp J. 
Harris M.D., F.A.C.P., Fellow, New York 
Academy of Medicine ; 635 pp., 111 illus., 12 in 
full - color. $10.00 


Order Today 


—™ USE THIS COUPON 


PAUL B. HOEBER, INC. 
Medical Book Department of Harper & Brothers 


Kaplan’s CLINICAL 
RADIATION THERAPY 


NEW 2np EDITION! This practical book 


has been widely welcomed for three basic rea- ¢ 
sons: 1) It covers every condition for which { 


radiation may be effective, 2) X-ray, radium 
and radon are all included, 3) How to apply 
treatment is explained in clear and specific de- 
tail. Send for a copy today. By Ira I. Kaplan, 
M.D., Clin. Prof. of Radiology, N.Y.U. Med. 
Coll. 859 pp., 614 illus., $15.00 


SMJ-950 


49 East 33rd Street, New York 16, N. Y. 
Send me on approval: 


On Approval! 


Jolliffe’s NUTRITION... $12.00 


() Charge my account 


Harris’ BRUCELLOSIS $10.00 


() Check Enclosed (Return Privileges) 
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IN GALLBLADDER MANAGEMENT 


NUBILIC represents the modern trend in 
the management of inflamed and congested 
gallbladder and bile ducts. 


NUBILIC contains dehydrocholic acid, an 
efficient hydrocholeretic agent which thins 
the liver bile and flushes the biliary passages. 


NUBILIC contains belladonna, which en- 
courages free drainage and relaxes the 
sphincter of Oddi. This action is further en- 
hanced by the central sedation of pheno- 
‘tion by pr barbital. 


4 in uv. A 
IZINE, 
~~ wf 
Some ao Each Nubilic Tablet contains: 
————— —— Dehydrocholic acid......... 0.25 Gm. (334 gr.) 
Phenobarbital.............. 8 mg. gr.) 
8 mg. (% gr.) 


Bottles of 25, 50 and 100 tablets 


NUMOTIZINE, Inc. 


900 N. Franklin Street + Chicago 10, Illinois, U.S.A. 
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Preferred therapy in fungous infections 


Pragmatar, the outstanding tar-sulfur-salicylic acid ointment, will often bring 
dramatic improvement in the common fungous infections, including: derma- 
tophytosis (‘‘athlete’s foot’’), tinea cruris, tinea corporis, tinea versicolor, 
tinea capitis, etc. 


Pragmatar incorporates—in a superior oil-in-water emulsion base—carefully 
balanced proportions of three of the drugs which are fundamental in derma- 
tological practice. Pragmatar is non-gummy and non-staining; easy to apply 
and easy to remove. 


PRAGMATAR 


Highly effective in an unusually wide range 
of common skin disorders 


Smith, Kline & French Laboratories * Philadelphia 


‘Pragmatar’ T. M. Reg. U.S. Pat. Off. 
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a Dug ..for the treatment 


of ventricular arrhythmias 


Lead II. Ventricular tachycardia persist- 
ing after six days of oral quinidine therapy 
(3 Gm. per day). | 


AFTER 


Lead II. Normal sinus rhythm after oral 
Pronesty] therapy. 


Effective in some patients with ventricular 
tachycardia who failed to respond to quinidine 


PRONE STYL Hydrochloride 


Squibb Procaine Amide Hydrochloride 
SQUIBB 
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new product brief 


PRONESTY L Aydrochloride 


Squibb Procaine Amide Hydrochloride 
for the treatment of ventricular arrhythmias 


What is it? 


Pronestyl Hydrochloride is Squibb procaine amide 
hydrochloride. Structurally, Pronestyl differs from 
procaine only by the presence of the amide group- 
ing (.CO.NH.) in Pronestyl where procaine has the 
ester grouping (.CO.O.) 


How does it act? 


The action of Pronestyl is probably due to a direct 
depressant action on the ventricular muscle. In au- 
ricular arrhythmias, preliminary observations in- 
dicate that Pronestyl slows auricular rate but 
usually does not re-establish normal sinus rhythm. 
At present, Pronestyl is not recommended in the 
treatment of auricular arrhythmias 


When is it indicated? 


In conscious patients, for the treatment of ventric- 
ular arrhythmias. 


During anesthesia, to correct cardiac arrhythmias. 


What are its advantages in ventricular arrhythmias? 
As compared with quinidine: Unlike quinidine, no 
important toxic symptoms have been reported fol- 
lowing the use of Pronestyl orally. In therapeutic 
dosage, Pronestyl orally does not produce the nau- 
sea, vomiting, and diarrhea often caused by quini- 
dine. At high oral dosage, these symptoms may appear. 
Whereas intravenous administration of quinidine 
is hazardous and unpredictable, Pronestyl may be 
given intravenously with relative safety. 
Pronesty] has been found effective in some patients 
who failed to respond to quinidine. 

As compared with procaine: For arrhythmias, pro- 
caine is used only in anesthetized patients because 
its dose in unanesthetized patients is too toxic for 
clinical use. Pronestyl can be used in conscious and 
anesthetized patients. 

Intravenously, Pronestyl is much less toxic than 
procaine. In the recommended intravenous dosage, 
Pronesty] does not cause the central nervous system 
stimulation typical of procaine in conscious pa- 
tients. 

Procaine is unstable, being rapidly hydrolyzed in 
the plasma to para-aminobenzoic acid and diethyl- 
aminoethanol. Pronestyl] is not affected by the 
plasma procaine esterase, consequently it is much 
longer acting than procaine. 

Procaine is not used orally because of its instability 
in the organism; Pronestyl can be used orally and 
intravenously. 


What are its side effects? 


Oral administration of Pronesty] in doses of 3-6 
grams per day, for periods of time varying from 2 
days to 3 months, produced no toxic effects as evi- 


denced by studies of the blood count, urine, liver 
function, blood pressure, and electrocardiogram. 
Intravenous administration to patients without 
ventricular tachycardia produced only a moderate 
and transient hypotensive effect in about one-third 
of the subjects. However, during intravenous ad- 
ministration to patients with ventricular tachycar- 
dia, a striking hypotensive effect was almost invar- 
iably present. This disappeared concurrently with 
the establishment of a normal rhythm. Further 
studies are in progress to see whether the drug may 
be given intravenously over a period of time longer 
than five minutes so as to revert the ventricular 
tachycardia without causing hypotension. That 
this may be possible is indicated by the fact that 
some episodes of ventricular tachycardia have been 
successfully treated by oral administration without 
significant change in blood pressure. Electrocardio- 
graphic changes: prolongation of QRS and QT in- 
tervals and occasional diminution in voltage of QRS 
and T waves have occurred. 


What is the dosage? 
IN CONSCIOUS PATIENTS 


For the treatment of ventricular tachycardia 
ORALLY: 1 Gm. followed by 0.5-1.0 Gm. every four 
to six hours as indicated. 

INTRAVENOUSLY: 200-1000 mg. (2 to 10 cc. Pro- 
nestyl Hydrochloride Solution). Caution—administer 
no more than 200 mg. (2 cc.) per minute. 
Hypotension may occur during intravenous use in 
conscious patients. As a precautionary measure, 
administer at a rate no greater than 200 mg. (2 cc.) 
per minute to a total of no more than 1 Gm. Elec- 
trocardiographic tracings should be made during 
injection so that injection may be discontinued 
when tachycardia is interrupted. Blood pressure 
recordings should be made frequently during injec- 
tion. If marked hypotension occurs, rate of injec- 
tion should be slowed or stopped. 

For the treatment of runs of ventricular extrasystoles. 
ORALLY: 0.5 Gm. (2 capsules) every four to six 
hours as indicated. 


IN ANESTHESIA 
During anesthesia, to correct ventricular arrhythmias . 
INTRAVENOUSLY: 100-500 mg. (1 to 5 cc. Pronestyl 
Hydrochloride Solution). Caution — administer no 
more than 200 mg. (2 cc.) per minute. 
How is it supplied? 


Pronestyl Hydrochloride Capsules, 0.25 Gm., bottles 
of 100 and 1000. 


Pronestyl Hydrochloride Solution, 100 mg. per cc., 
ials. 
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One out of three 
is tired and nervous 


Low-dosage sedation; 
High-dosage B-complex therapy 
containing Vitamin 


For the patient with 
undue nervousness and 


poor appetite 


ELIXIR VITAMINS B-COMPLEX 
WITH PHENOBARBITAL 


in a delightfully 
appetizing base 
containing 

sherry wine. 
Excellent as 

a medication and 

as a vehicle for other 
water-miscible 
therapeutic agents. 


Wyeth \ncorporated 


Philadelphia 3, Pa. 


Vol. 
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Intestinal Extra-Intestinal (Hepatic) 


“The geographical distribution of amebiasis is 
world-wide.”' “Although amebiasis is often con- 
sidered a tropical disease, it is prevalent even 
in certain arctic regions.”? 


INCIDENCE OF AMEBIASIS IN THE UNITED STATES 


STATE NO. EXAMINED | NO. POSITIVE | % POSITIVE 
New York? 250 34 97 
Pennsylvania‘ 1060 43 41 
Minnesota? 5000 535 10.7 
Ilinois® 4478 601 13.4 
Oklahoma” 924 92 10.0 
Washington® 1526 164 10.7 
California? 1341 92 69 
Lovisiana’® 4270 355 8.3 
Tennessee"! 20,237 2,305 11.4 
New Mexico!? 1284 190 14.8 
Total 40,470 4,411 10.9 


Intestinal. Comparative in vitro studies have 


Extra-Intestinal. Aralen, an established 
shown that Milibis, the new intestinal ameba- 


antimalarial of relatively low toxicity, has 


cide, is one of the most powerful of the drugs 
commonly used against Endamoeba histolytica. 
In clinical tests Milibis has given excellent re- 
sults in thousands of cases. In 82.6 per cent of 
those that could be followed parasitologically 
for prolonged periods, negative stools were 
obtained consistently after one to four courses 
of Milibis treatment.'3 There were virtually no 
side effects. 


Dose for adults: 0.5 Gm. three times daily for 
seven days. If stools remain positive, course 
should be repeated. Supplied in tablets of 
0.25 Gm., bottles of 50. 


MILIBIS® 


Bismuth Glycolylarsanilate 


Write for detailed information. 


been found remarkably effective in the 
treatment of extra-intestinal amebiasis 
(amebic hepatitis). '4-2! This discovery is 
particularly important because of the like- 
lihood of extra-intestinal involvement in 
chronic amebiasis. 


Dose for adults: 4 tablets daily in divided 
doses for two days, followed by 2 tablets 
daily for two to three weeks. Administer 
before, after or together with Milibis 
treatment. Supplied in tablets of 0.25 
Gm., bottles of 100 and 1000. 


ARALEN’ 


DIPHOSPHATE 


Chloroquine Diphosphate 


inc. 


New N.Y. Winosor, Ont. 


¥. Craig, C. F.; 2. Almy, T. P.; 3. Towse, R. C., et al.; 4. Wenrich, D. H., et al.; 5. Sanford, M. F.; 6. Spector, B. K.; 7. McMullen, D. B., ond 
Groy, J. K.; 8. Cresswell, S. M., and Wallace, C. E.; 9. Wight, T.; 10. Faust, E. C., and Headlee, W. H.; 11. Meleney, H. E., et al; 
12. Spector, B. K., and Hardy, A. V.; 13. Berberian, D. A.; 14. Conan, N. J.; 15. Shookhoff, H. B.; 16. Sodeman, W. A.; 17. Murgatroyd, F. 
ond Kent, R. P.; 18. Basnuevo, J., and Estarli, E. G.; 19. D’Antoni, J. S.; 20. Manson-Bahr, P.; 21. Emmett, J. Full bibliography on request. 
Milibis, trademark - Aralen, trademark reg. U.S. & Canada 
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Crystoips« Anthelmintic is considered 

drug of choice for elimination of hookworm, 
roundworm and certain other intestinal 
parasites, because of its 

exceptional effectiveness and safety. 

A single administration is effective in 90% to 
95% of cases of roundworm and 80% to 

85% of cases of hookworm. Moreover, these 
parasites are usually killed outright, 
eliminating danger of migration. 

Crystorps Anthelmintic pills contain 
crystalline hexylresorcinol, U.S.P. When 
properly administered (i.e., swallowed whole), 
Crystoips Anthelmintic pills are 

unusually free of toxicity. 

Crystorps Anthelmintic pills are indicated 

in treatment of infestation with hookworm, 
roundworm, pinworm or seatworm, whipworm or 
threadworm, and dwarf tapeworm. Supplied 

in hard-coated pills of two strengths: 0.2 Gm. 
(package of 5 pills) for adults and children 6 years 
and over; 0.1 Gm. (package of 6 pills) for infants 
and children up to 6 years. 

Sharp & Dohme, Philadelphia 1, Pa. 
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kills 
hookworms, 
roundworms 
outright! 


SHARP 
DOHME 


anthelmintic pills 
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Nisulfazole 


does not cure 


Chronic Uleerative e This new, specialized sulfonamide 
nom does raise to a higher standard the 
Colitis! chemotherapeutic aspect of the “truly 


miserable affliction.” 

A recent finding has been advanced 
as the immediate cause of nonspecific 
ulcers in the colon. If sustained, this 
engaging concept will remove much of 
the unruliness of the disease; the 
unpredictability of treatment. 

Meanwhile the proven facts have 
led clinicians to say that “Nisulfazole 
has given better results than any therapy 
previously used.” And “its efficacy in 
controlling the active stages of ulcer- 
ative colitis is unquestioned.” 

Nisulfazole (paranitrosulfathiazole) 
carries a nitro radical on its benzene 
nucleus. It is easily administered 
directly into the colon, to act locally. 
it does not enter the circulation sig- 


ificantly ; no systemic toxicity is seen, 


even though administration is continued. 


Nisulfazole’ 


10% Suspension 


is supplied in wide mouth bottles of 296 cc (10 fl. oz.) 


George A. Breon e«. Company 


1450 BROADWAY, NEW YORK 18, N. Y. 
CHICAGO 

ATLANTA 

DALLAS 

RENSSELAER, N. Y. 

SAN FRANCISCO 


VE H 
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Now a new and improved 


Par-Pen 


the penicillin-vasoconstrictor 


for intranasal use 


In response to physicians’ requests, two major changes 
have been made in Par-Pen: 


optimal strength: The strength of Par-Pen has been increased 
to 5000 units of penicillin per ce. 


convenient size: ‘The package has been changed to a convenient 
15 fl. oz. (15 ce.) bottle—to eliminate wastage. 


Par-Pen contains crystalline potassium penicillin G, 
5000 units per cc.; Council-accepted Paredrine Hydrobromide 
(hydroxyamphetamine hydrobromide, S.K.F.), 1%: 


in a specially buffered isotonic aqueous solution. 


Smith, Kline & French Laboratories, Philadelphia 


“Paredrine’ & ‘Par-Pen’ T.M. Reg. U.S. Pat. Off. 
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A HOLIDAY 
FOR 
BABY 


so similar to human breast 
milk that there is no closer 


1. THEREFORE, Less labor for baby —Easier 


to digest—zero curd tension. 


2. ALSO, Less labor for mother—Simpler to 
prepare—She just floats Similac on previous- 
ly boiled water, as prescribed, and mixes. 
3. AND, Less labor for doctor—Easy to pre- 
scribe—1 measure Similac to 2 oz. water. 


A HOLIDAY 
A HOLIDAY FOR 
FOR DOCTOR 
MOTHER 


COLUMBUS 16, OHIO 


SIMILAC DIVISION » M & R DIETETIC LABORATORIES, INC. 
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water 
gets 
the oil 
there 
faster 


vi-syneral vitamin drops CONTAINS 100% NATURAL VITAMIN D, 
THE SUPERIOR ANTI-RACHITIC 
Great Advance in Vitamin Therapy . . . this oil-in-water 
solution developed by the Research Laboratories of 
U.S. Vitamin Corporation. Clinical literature* em- VITAMIN A (natural) . 5,000 units 
phasizes the superiority of aqueous solutions of VITAMIN D (natural) . 1,000 units 
vitamin A compared to oily solutions (such as per- ASCORBIC ACID. . 50 mg. 
comorph oils) ... THIAMINE ... 1 mg. 


500% GREATER ABSORPTION > 


RIBOFLAVIN . me. 


85% HIGHER LIVER STORAGE 
1/5th AS MUCH EXCRETION PANTOTHENIC ACID 2 me. 


* Literature and samples upon request 


u.s.vitamin corporation 


casimir funk laboratories, inc. (affiliate) 
250 e. 43 st., new york 17, n. y. 
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how to avert an 
obstetrical emergency 


There is a measure which prevents 
nearly all hemorrhages 

associated with childbirth. 
Although most deliveries are normal, 
a drug which can avert 

an unpredictable emergency 

is a wise investment in every case. 
Consistent prevention 

of mishap due to hemorrhage 

is assured with the regular use 

of ‘Ergotrate Maleate’ 

(Ergonovine Maleate, U.S.P., Lilly). 


uti, 
Y 


Detailed information and literature 
on ‘ERGOTRATE MALEATE’ PRODUCTS 


are supplied through your M.S.R.* 


*M.S.R.—Lilly Medical SERVICE Representative 
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Carmethose- 
Trasentine 


Doubly effective in relieving gastric discomfort... 


Carmethose-Trasentine is a logical combination 
of a new antacid and an effective antis ic 
to control gastric discomfort. 


Controls hyperacidity . . . This combination lowers gastric acidity and forms 
a protective coating which has been observed in 
the stomach for as long as three hours. 


Controls spasm . . . Carmethose-Trasentine relieves gastric pain also 
by relaxing smooth muscle spasm. The anesthetic 
effect of Trasentine further controls gastric irri- 
tability. Carmethose-Trasentine is non-constipat- 
ing, palatable and eliminates acid-rebound. 


Issued: Carmethose-Trasentine Tablets: 
sodium carboxymethylcellulose, 225 mg.; 
magnesium oxide, 75 mg.; Trasentine, 25 mg. 
Bottles of 100. 

Carmethose without Trasentine is also available 
for use in cases where the antispasmodic 
component is considered unnecessary. Available 
as Tablets, each containing sodium carboxy- 
methylcellulose 225 mg., with magnesium 

oxide 75 mg., and as Liquid, a 5% solution 


of sodium carboxymethylcellulose. 
Ciba Pharmaceutical Products, Inc., 
CARMETHOSE T.M. (brand of sodium carb ethylcellulose) 2-15S66M 


TRASENTINE ® (brand of adiphenine) : Summit, N. J. 
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NON-SURGICAL TREATMENT 


8 
ALKALINE 
TITRATION 500 cc. of milk 
CURVES 
ITR 
OF TITRALAC, 5 
MILK,AND 
IN 50 ce. {one tablet) 
OF N/10 HCL 
N/10 HCI 
Time in minutes 


Gastroenterologists have long endorsed the use _— formula, makes them as acceptable to patients 
of milk, when practicable, for its ideal acid-con- —_as an after-dinner mint. Prescribing TITRALAC 
verting power and buffering capacity.:? In eliminates the probability of unfavorable reac- 
a recent comprehensive paper, Aaron’ and _ tions often associated with the taking of me- 
others* 5»® express a preference for calcium __tallic-tasting, astringent tablets or liquids, and 
carbonate as the antacid to be employed. ensures adherence to the prescribed dosage. 


TITRALAC, by combining proper proportions of | trrracac tablets are supplied in bottles of 100 
purified calcium carbonate and the amino acid and convenient-to-carry packages of 40. 
glycine, provides an acid-converting and buffer- —_ TrrRALAC powder is also available, in 4-oz. jars. 
ing effect practically equivalent to that of fresh mmeneces 

milk, as shown in the above chart.* Just 1 1. Rossett, N. E., and Flexner, J.: Ann. Int. Med. 18: 193 
TITRALAC tablet is equivalent to an 8-ounce (1944). 3 2. Freezer, C. R. E.; Gibson, C. S., and Matthews, 
glass of milk in antacid effect and provides Lic 8: (Feb. 


im in Practice o! icine 
ing symptoms of hyperacidity. (Tice). Hagerstown, Md., W. F. Prior Company, Inc., 1948; 


The very agreeable taste of soft-massed TITRALAC p. 210. 6. Special Article: M. Times 76: 10 (Jan.) 1948. 


tablets, which is achieved without employing —* The formula of trrRazac is one whose composition and 
taste-disguising, acid-generating sugars in the —_mode of action are recognized by U.S. Patent No. 2,429,596. 


Samples and literature to physicians upon request. 


SCHENLEY LABORATORIES, INC., s50 rirrH AVENUE, NEW YORK 1, N. Y. 


©Schenley Laboratories, Inc. 
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variations 


on a theme...|4@ 


For variations in ‘B’ therapy, “Beminal” 
offers a quintet of distinctive combinations 
to simplify selection of appropriate treatment for each patient. 


1. “Beminal”’ Forte with Vitamin C (Cap- 
sules No. 817) is recommended whenever 
oral administration of massive doses of B 
factors and vitamin C is desirable. Each cap- 


“Be minal ‘aia sule contains: 


Thiamine HC] (Bi) ........ 250mg. 
Nicotinamide .......... 100.0mg. 
Pyridoxine HC] (Bs). ...... 1.0 mg. 


for therapy Cale. pantothenate ... : 10.0 mg. 


Vitamin C (ascorbic acid) . . . . 100.0 mg. 
Dosage: One to three capsules daily or as di- ve 
rected by the physician. 

@ The other members of the “Beminal” family ‘ 
are: 
2. “Beminal” fortified with Iron and Liver, 
Capsules No. 816. 


. 3. “Beminal” fortified with Iron, Liver, and 
Ayerst, McKenna & Harrison Folic Acid, Capsules No. 821. 


Limited 4. “Beminal” Forte Injectable (Dried) No. ee 
495. 


5. “Beminal’’ Tablets No. 815. 


22 E. 40th St., New York 16, N. Y. 
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sequence in 
biliary tract 
surgery 


preoperatively-Decholin 


brand of dehydrocholic acid stimulates an abundant flow of thin bile, helping to 
“clear the arena” for surgery by the removal of inspissated bile, mucus, small 
stones and other accumulations from the choledochus. This powerful hydro- 
choleretic action also produces functional distension of the gallbladder and ducts, 
aiding in identification and surgical procedure. 


postoperatively-Decholin 


provides an effective means of flushing out the biliary tract. Used together with 
antispasmodics such as atropine and nitroglycerin, Decholin helps to remove 
blood clots, residual debris and hidden, small calculi. This method, recently re- 
emphasized by Best,! is useful with or without T tube drainage. In reflex biliary 
stasis, Decholin serves to prompt an adequate secretion of bile. 


For more rapid and intense hydrocholeresis, Decholin Sodium, brand of sodium 
dehydrocholate, is given intravenously, followed by a course of Decholin tablets. 


Decholin 


brand of dehydrocholic acid 
Decholin (brand of dehydrocholic acid) Tablets of 3% grains, in bottles of 25, 100, 500 
and 1000. 


Decholin Sodium (brand of sodium dehydrocholate) 20% solution, in ampuls of 
3 cc., 5 cc. and 10 cc., boxes of 3 and 20. 


1. Best, R. R.: Ann. Surg. 128: 348 (Sept.) 1948. 


DECHOLIN and DECHOLIN SODIUM: Trademarks registered in U. S. and Canada. 
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securily 


for 


embryo 


“In many cases abortion takes place 
because of deficiency in the 
secretion of corpus luteum 
hormone.” By supplying 
adequate amounts of 
progesterone beforehand, the 
physician may help make the 
position of the embryo 
more secure and prevent 


Packaging: Pro.uTon in ampuls of 1, 2, 5 or 10 mg.; in boxes of 3, 6 and 50 ampuls, 
Multiple dose vials of 10 cc.; 10, 25 or 50 mg. per cc.; boxes of 1 and 6 vials. 


(Progesterone USP. an 
Packaging: Protuton Buccal Tablets of 10 mg.; bottles of 30 and 100 tablets. 


PRAN ONE? sites tr inset 


(Anhydrohydroxy-progesterone U.S.P.) 
Packaging: Pranone Tablets of 5, 10 or 25 mg.; in boxes of 20, 40, 100 and 250 tablets. 


Selering CORPORATION 
BLOOMFIELD, N, J. 


1. Letters, Notes and Answers: Brit. M. J. 2:68, 1945. 
*T.M. 
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a greater 
fall in 
blood pressure 


sense of 
well-being 


an. integrated 
response 


era rl circulation 
_NEISLER & CO., DECATUR, ILLINOIS | 


For everyday management of mild and moderate 
hypertension, VERATRITE is notable for its pro- 
longed action, therapeutic safety and simplicity of 
administration. 


Each VERATRITE tabule contains: 


Veratrum viride Biologically Standardized. ...3 CRAW UNITS 
Sodium nitrite 
Supplied in bottles of 100, 500, 1000. 


The CRAW UNIT is an Irwin-Neisler research development. 


SAMPLES AND LITERATURE ON REQUEST. 
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WIPE ALLERGIC DISORDERS FROM THE SLATE 


i 
i 
HYDROCHLORIDE 


A SUPERIOR 


ANTIHISTAMINIC OF 


1,2,3 
PROVED VALUE 


DIATRIN* Hydrochloride sugar- 
coated oral tablets, 50 mg each, 
are available in bottles of 100 
and 1000 tablets. 


|. Combes, Frank C., Zuckerman, Ruth and 2. Kugelmass, |. Newton: 1 
Canizares, Orlando : Diatrin Hydrochloride; a Therapy of Allergic Disorders in infants izares, : Di be 
New Antibistaminic Agent forthe Treatment and Children, Y. State M Clincal and Toxicologic Studies of a New 
Of Pruritis and Allergic Dermateses, Ann.  49:2313-2318, Oct., 1949. Agent, 1. Dermatel, 
of Allergy, 7:676-678, Sept.-Oct., 1949 13:139-144, Sept., 1949. 


WILLIAM R. WARNER & CO., INC. | 
New York Los Angeles St. Louis ' 


*T. M. Reg. U. S. Pat. Off. 
PRINTED IN U.S. A. 
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DIATRIN* HYDROCHLORIDE | H 
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safe 


URO-PHOSPHATE, excreted in the urine, is naturally concen- 
trated in the pathological area. 


URO-PHOSPHATE, while employed most frequently against B. 
coli infections, also possesses potential utility against a wide 
variety of both gram-positive and gram-negative organisms, 
as indicated by basic studies of formaldehyde. 


URO-PHOSPHATE is non-cumulative and non-toxic. It provides 
safe relief from painful symptoms especially in older patients 
unable to withstand the rigors of other antibacterial therapy. 


URO-PHOSPHATE is a balanced combination of 7% grains of 
highly purified methenamine and 10 grains of acid sodium 
phosphate to ensure the acidification necessary for effective 
release of formaldehyde. 


DOSAGE—in acute infections: 2 tab- SUPPLIED —in tightly-sealed 
lets in % glassful of water 3-4 times bottles of 100 tablets. 


daily three hours after meals. 


WILLIAM P. POYTHRESS & CO., INC., Richmond, Virginia 
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anew 
antibacterial 


agent eee 


Wide antibacterial activity, low 


: toxicity and virtual elimination of 

; renal complications distinguish the use 
: of Gantrisin* ‘Roche’, a new and 

' remarkably soluble sulfonamide. Highly 
H effective in urinary as well as systemic 


infections, Gantrisin does not require 
; alkali therapy because it is soluble 

' even in mildly acid urine. More than 
; 20 articles in the recent literature 

\ attest its high therapeutic value and 
the low incidence of side-effects. 


Gantrisin is now available in 0.5 Gm 


tablets, as a syrup, and in ampuls. 


\ 

: Additional information on request. 


HOFFMANN -LA ROCHE INC NUTLEY 10 N, J, 


Gantrisin’ 


* Brand of sulfisoxazole (3,4-dimethyl- 
5. lfc ilamido-isoxazole) 
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IN ALL LESIONS INVOLVING 
TISSUE DESTRUCTION 


White’s Vitamin A and D Ointment promotes faster and 
more normal healing in chronic wounds which have not 
responded favorably to previous treatment, indolent ulcers 
(including bedsores), burns, avulsive and traumatic 
wounds. Demonstrated to give much better results than 
other methods for prevention and treatment of fissured nip- 
ples. Ideally suited to treatment of minor skin irritations, 
i.e. diaper rash, intertrigo, chafing, sunburn, abrasions, etc. 


Pleasantly fragrant...no excess oiliness 
Supplied in convenient 1% oz. tubes 


VITAMIN A AND D OINTMENT 


WHITE LABORATORIES, INC., 


Pharmaceutical Manufacturers, Newark 7, N, J. 
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in 
hay 
fever 


safe 
prompt 
relief 


Comparative studies on various antihistaminics demonstrate: 
NEOHETRAMINE is less toxic — extra safety more than com- 
pensates for larger doses that may be required for optimum 
results. For this reason, more and more physicians rely on 


HYDROCHLORIDE 
as their first choice in antihistaminic therapy. 
TABLETS: 25 mg., 50 mg., 100 mg. Neohetramine is the registered trademark 
of the Nepera Chemical Co., Inc., for its 
SYRUP: 6.25 mg. per cc.; bottles of 1 pint. brand of thonzylamine—N, N-dimethyl- 
For Allergic Dermatoses—NEOHETRAMINE N’ p-methoxybenzyl-N’ (2-pyrimidyl) 
CREAM, 2%; in 1 oz. tubes. ethylenediamine. 


Wijeth Wijeth Incorporated Philadelphia 3, Pa. 
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AN ADVANCE IN ANTIBACTERIAL THERAPY 


FURACIN VAGINAL 


antibacterial 


in 60 cases of INFECTED EROSIONS... 


of the cervix with leucorrhea, Furacin Vaginal Suppositories were used to clear up the infection 
prior to conization or postoperatively to decrease infection, thereby facilitating healing. Marked 
benefits, as evidenced by cleaner, more rapid healing with great reduction 
Th e in discharge, slough and odor, were obtained in the majority of cases. 


vaginitis and to clear cervical infections prior to hysterectomy. 


N | T R 0 F T R AN § These suppositories are also being used successfully in nonspecific 


| | ao. Furacin Vaginal Suppositories contain Furacin® 0.2 per cent, brand of 
nitrofurazone N.N.R. in a water-dispersible base of glyceryl laurate 

and synthetic wax. They are hermetically sealed in foil. 

Literature on request. 


~ 


A unique class of 
antibacterials 


EATON LABORATORIES, INC., NORWICH, N. Y. 
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One of a series of reports on 


THE CLINICAL RESPONSE 
In RHEUMATOID ARTHRITIS 
And Its VARIANTS 


Among the conditions in which Cortone has 
produced striking clinical improvement are: 
RHEUMATOID ARTHRITIS and Related 


Rheumatic Diseases 
ACUTE RHEUMATIC FEVER 
BRONCHIAL ASTHMA 


EYE DISEASES, Including Nonspecific Iritis, 
Iridocyclitis, Uveitis, and Sympathetic 
Ophthalmia 


SKIN DISORDERS, Notably Pemphigus, 
Angioneurotic Edema, Atopic Dermatitis, 
and Exfoliative Dermatitis, Including 
Cases Secondary to Drug Reactions. 


CORTONE is available for use in hospitals 
having facilities for required laboratory 
studies, and also for use in nonhospitalized 
cases following initial therapy in such hos- 
pitals. These hospitals can supply physi- 
cians’ requirements for Cortone. 


MERCK & CO., Inc. 
Manufacturing Chemists 


RAHWAY, NEW JERSEY 
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TRADE- MARK 


Key to a New Era in Medical Science 


The usual pattern of response to CORTONE 
begins with diminution in subjective stiffness, com- 
monly within 24 to 48 hours, but sometimes within 
6 hours after the initial dose. In many cases this 
symptom is significantly or completely relieved with- 
in a few days. Next, articular tenderness and pain 
on motion decrease. Finally, swellings of the joints 
diminish, sometimes fairly rapidly and completely, 
but occasionally more slowly and incompletely. 


In many patients, mild soft-tissue deformities of 
the knees or elbows have disappeared within 7 to 10 
days. An increase in muscle strength has been re- 
ported. The extent of return to normal has been 
limited, as must be expected, by the degree of per- 


manent pathologic change present. 


Appetite usually improves rapidly, and many pa- 
tients have described a loss of the feeling of malaise 
associated with the disease and have experienced a 
sense of well-being, occasionally within several hours 
after initial administration of the drug. 


When treatment with CorTONE is discontinued, 
signs and symptoms may begin to reappear within 
24 to 48 hours, becoming gradually worse during the 
following 2 to 4 weeks. The degree of relapse varies, 
and is apparently unrelated to the duration of treat- 
ment. In some patients, however, the greater part of 
the remission has persisted for as long as several 
weeks or months. If CorTONE is re-administered 
when manifestations of the disease return, prompt 
remission is again induced. 


TRADE-MARK 


* Trade-mark of Merck & Co., Inc, 
for its brand of cortisone, 


ACETATE 
(CORTISON E Acetate Merck) 
(11-Dehydro-17-hydroxycorti 21-A ) 


* 
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ime-saving 


P rotection! 


REDUCED ALUM CONTENT 
SIMULTANEOUS PROTECTION 
SMALLER DOSAGE 

HIGHLY PURIFIED 

FEWER INJECTIONS 


Only three 0.5 cc. injections are necessary at intervals of 4 to 
‘Fre 6 weeks. Single-immunization package, containing three 0.5 
cc. single-dose vials. Five-immunizations package, containing 
= three 2.5 cc. vials and five immunizations contained in one 
7.5 cc. vial. 


Diphtheria and 


Pertussis vaccine combined 


THE NATIONAL DRUG COMPANY, PHILADELPHIA 44, PA. 


Pharmaceutical, 

; Biological and 
Manufacturers of Biochemical Products 

for the Medical Profession 


Vol. - 
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Tetanus toxoids, alum precipitated and 


A suspension of Micraform sulfathiazole, 


5%, in an isotonic aqueous medium with 
Paredrine Hydrobromide (hy droxyampheta- 
mine hydrobromide, S.K.F.), 1°: preserved 
with ortho-hydroxy phenylmercuric chloride, 


1:20,000. 


Available in 1 fl. oz. (30 ce.) and 12 fl. oz. 
(355 ee.) bottles. 


vasoconstriction 
in minutes 
bacteriostasis 


for hours 


*Paredrine’ & ‘Micraform’ T.M. Reg. U.S. Pat. Off. 
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in SINUSItiS: drainage and hacteriostasis 


You get both drainage and 
bacteriostasis when you prescribe 


Paredrine-Sulfathiazole Suspension. 


The more rapid and prolonged 
action of the Suspension’s 
vasoconstrictor—Council-accepted 
Paredrine Hydrobromide—shrinks 
the mucosa and opens sinal ostia and 


ducts. Drainage is promoted. 


The Suspension’s Micraform sulfathiazole 
spreads rapidly in a fine, 

even film over the turbinates and 
throughout the nasal meatuses. 

Bacteria are neutralized 

before they can enter the sinuses 


and intensify the infection. 


Smith. Kline & French Laboratories, Philadelphia 


Paredrine- 
Sulfathiazoe 
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FOR all types OF VAGINITIS... 


TRICHOMONAS VAGINALIS By reestablishing a normal epithelial 
glycogen content, acidity and 
Déderlein bacilli, Floraquin may be 
described as the complete restorative 


treatment in vaginitis. 


FLORAQUIN®— a product of Searle 
Research — combines the potent 
trichomonacide, Diodoquin-Searle, 
MIXED INFECTIONS with lactose, dextrose and boric acid. 
Streptococeys, Floraquin Powder — for office insuf- 

flation. 
Floraquin Tablets — for patient's use. 


G. D. SEARLE & CO., Chicago 80, Illinois 


MONILIA ALBICANS 
pH 5.5 to 6.8 


DODERLEIN BACILLI 
pH 3.8 to 4.4 


eee and normal 


vaginal mucosa 
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ETHICAL PHARMACEUTICALS OF MERIT SINCE 1878 


and parsing 
of the 


virtue of this remarkable 
syrergigm, many rheumatié reactions may now 
he given more effective salicylate therapy, 
particularity in cases resistant to the maintenance 
of blood levels requisite for clinical response. -* 


for 
better 


Each enteric-coated Pabalate Tablet, or each artirheumor 10 
teaspoonful of the chocolate-flavored set 
Pabalate Liquid, contains sodium salicylate, 
U.S.P. (5 gr.) 0.38 Gm.; para-aminobenzoic acid, therapy : 


as the sodium salt, (5 gr.) 0.3 Gm. 


® 1. Rosenblum, 
PABALATE 
Proc. Soc. Exper. 
the dependable antirheumatic—available in both Biol. and Med., 65: 
tablets and liquid, for more convenient administration be “ ae et al. 
ry, : 
to patients of all ages! Proc. Staff Meetings 
Mayo Clin., 21: 
497, 1946. 
3. Belisle, M.: 
Union Med. Can., 77: 
A 392, 1948. 
Robins 


A. H. Robins Co., Inc. Richmond 20, Virginia 
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Unvaryingly optimal in the therapeutic activity of its 
natural belladonna alkaloids, Donnatal helps bring 
prompt relief in a wide range of visceral spastic con- 
ditions. Integral with these potent spasmolytic agents 
is a minimal phenobarbital content, affording practical 
sedation against psychogenic stimuli. Donnatal’s broad 
professional acceptance stems from its superior efficacy, 
notable economy, and more-than-marginal safety. 
Elixir Donnatal constitutes also a highly palatable 
therapeutic vehicle for adjuvant medication. Available 
in Tablets, Capsules, and Elixir. 


Formula: Each Tablet or Capsule, and each 5 ce. of 
Elixir contains: Hyoscyamine Sulfate, 0.1037 mg.; 
Atropine Sulfate, 0.0194 mg. ; Hyoscine Hydrobromide, 
0.0065 mg. ; Phenobarbital (14 gr.), 16.2 mg. 
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Patient 
under Treatment 
FOR URINARY 
TRACT INFECTION 


from distressing 


symptoms 


With orally administered Pyridium—an effective, safe urinary 
analgesic—physicians can give patients with urinary tract infection prompt relief 
from such symptoms as urinary frequency and pain and burning on urination. 

Pyridium in therapeutic dosage is virtually nontoxic and may be administered 
throughout the course of treatment with streptomycin, penicillin, the sulfonamides, 
or other specific therapy. 


The complete story of 
Pyridium and its 
clinical uses is avail- 
able upon request. 


Pyridium is the trade-mark of Nepera Chemical 
Co., Inc., successor to Pyridium tts 
brand of phenylazo-diamino-pyridine HCl. Merck 
e> Co., Inc. sole distributor in the United States. 


P y dl 
(Brand of Phenylazo-diamino-pyridine HCl) 
@ MERCK & CO... INC. Manufacturing Chemists RAWWAY, NEW JERSEY 
In Canada: Merck & Co. Limited— Montreal, Que. 
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AMERICAN 


Not displaced but deficient describes these 
Americans, no matter what their economic 
status may be. These persons are deficient 
because they are drained and depleted of the 
most important but transitory of vitamins — 
the B Complex — by food foibles, fever, surg- 
ery and chronic disease, even to the extent of 
aggravating basic hormonal imbalance in 
diabetes and hyperestrogenism. 

Efficient utilization of any of the many in- 
terrelated factors of the B Complex is often 
dependent on the presence of the others. 
Inadequate B Complex therapy in these 
patients often prolongs recovery. 

THAT is the reason Provite ‘B’ contains 
therapeutic concentrations of the important 


® 


International Vitamin Division 
IVES-CAMERON COMPANY, Inc. 


New York 16, 


B Complex factors (whose value has been 
clinically established) plus all the BComplex 
factors naturally present in liver and yeast. 


- Each Capsule Supplies: 


om. 
Pysidentnn MG) 1.5 mg. 
Calcium Pantothenate ...... 5 mg. 
.. 150 mg. 
Choline Dihydrogen Citrate... 100 mg. 
Secondary Liver Fraction. .... Q.s. 
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In bottles of 100 and 1,000 capsules 
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palatable 
potent 
complete 


vitamin B-complex and ferrous sulfate 


These food factors, as combined in 

. Sharp & Dohme’s potent new antianemic 
check list preparation, HyoToLee Syrup, produce an 
exceptionally prompt hemopoietic response in 


to eheck ANEMIA all types of anemia (except pernicious anemia) 


susceptible to oral treatment: 


1 fl. oz. (30 cc.) HYOTOLE Syrup Provides 


wen. . . 1.300. 1] 200 
W | Vitamin B, Thiamine HC! 10mg. . 30 mg. 
Vitamin B, Riboflavin... 2mg. Choline Chloride 20mg. 
| Vitamin B, Pyridoxine HC! . 1mg. |W | Folic Acid... 5 mg. 
Y Liver. . . Concentrated from 90 Gm. of fresh liver and other factors of the vitamin 


B complex including vitamin B, 2. 5, SHARP 
®DOHME 


HYOTOLE Syrup is pleasantly flavored and 
particularly acceptable to children, as well as 

to obstetric and geriatric patients. It is especially 
indicated in nutritional anemias. Supplied in 
Spasaver® pints, and in gallon bottles. 

Sharp & Dohme, Philadelphia 1, Pa. 
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The patient describes his d © p r ess i @) n: 


“TI have lost interest in everything—I have no ambition any more— 
everything seems futile—I feel frustrated and lonely— 

I can’t remember or concentrate—I am all slowed up.” 

Washburne, A.C.: Ann. Int. Med 32:265, 1950. 


For such a patient ‘Dexedrine’ Sulfate is of unequalled value. 
Its uniquely “smooth” antidepressant effect restores 

mental alertness and optimism, induces a feeling of energy 
and well-being—and thus has the happy effect of once again 


reviving the patient's interest in life and living. 


Smith, Kline & French Laboratories. Philadelphia 


Dexedrine Sulfate 


*T.M. Reg. U.S. Pat. Off. for dextro-amphetamine sulfate, S.K.F. 
the antidepressant of choice 
tablets 
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TILDEN also supplies 
TILZINE, each fluid oz. 


Sulfadiazine 22!/2 gr. 
Sulfamerazine 22!/2 gr. 
Sodium Citrate 45 gr. 


The TILDEN Company 


SOUTHERN MEDICAL JOURNAL 


New Lebanon, N.Y. ® St. Louis 3, Mo. 


doubly safer e more effective 


TILSUL (Tilden) is a creamy, pink-colored, most 


agreeable, raspberry-flavored suspension of the 
3 major sulfonamides. Children really like it... 
and so do grown-ups @ Doubly safer due to 3 
sulfonamides plus an alkalizer, virtually 


eliminating danger of crystalluria. 


Sulfadiazine 5 gr. 3.33 Gm 

Sulfamerazine 15 gr. 3.33 Gm. 

Sulfathiazole 15 gr. 3.33 Gm 

Sodium Citrate 45 gr. 10.00 Gm 
write for sample and literature 


OVER 125 YEARS OF FAITHFUL SERVICE 
TO THE MEDICAL PROFESSION . . . BY THE 
OLDEST MANUFACTURING PHARMACEUTICAL 
HOUSE IN AMERICA! FOUNDED 1824 


of 
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When pain, heartburn, 
belching, nausea, or 
unstable colon are due to 
gastrointestinal spasm, 
Mesopin provides an effec- 
tive means for prompt relief. Its 
selective antispasmodic action 
on the digestive tract controls 
spasticity without the undesirable 
y side effects of atropine or bella- 
donna. Thus, symptomatic relief of 
many common disturbances of the stom- 
ach or intestines can be achieved with 
discrimination and safety. Mesopin is indicated for 
the relief of gastrointestinal spasticity, such as pyloro- 
spasm, cardiospasm, spastic colon, and biliary spasm. 


IMESOPIN (brand of homatropine methyl bromide) 


SELECTIVE GASTROINTESTINAL ANTISPASMODIC 


SUPPLY: Elixir in 16 ounce bottles; tablets in bottles of 100. : 
MESOPIN (homatropine methyl bromide )—2.5 mg. per teaspoonful of elixir 
or per tablet. Also supplied: MESOPIN-PB*—2.5 mg. Mesopin and 

15 mg. (1/4 gr.) phenobarbital per teaspoonful of elixir or per tablet. 


Detailed literature and samples on request. 


® 
*PB abbreviated designation 
oO for phenobarbital. 


ENDO PRODUCTS INC., RICHMOND HILL 18, NEW YORK 
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uthen a is slourby in the buccal sulcus... 


The antibacterial action 
is powerful... 


The antibiotic 
is nontoxic... 


The “sore throat” relief 
is sustained... 


LOZILLES Tyrothricin-propesin 
lozenges 
Pleasantly flavored, each Lozille contains 
2 mg.—an effective dosage—of tyrothricin, - 
and 2 mg. of propesin for prompt, 
prolonged analgesia. Bottles of 15. 


WHITE LABORATORIES, INC., Pharmaceutical Manufacturers, Newark 7, N. J. 
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Endorsement 


Phospho-Soda (Fleet)’s* endorsement by modern clinical 
_ authorities stems in great measure from its gently thor- 


ough action—free from disturbing side effects. That, too, ‘ 


is why so many practitioners are. relying increasingly on 


Sodo Fleet’ is a solution containing in each 100 cc. 
Gm Both ‘Phospho Soda’ 
B Fleet Inc. 
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LAXATIVE FOR Ly tHerary 
a 
P%. 
sate, etnicai meaication ror jyaicious 
_ laxative therapy. Liberal sdmples on request. 
stered trade marks of 
C. B. FLEET CO., INC. © LYNCHBURG, VIRGINIA 
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_NOW.. 


IN A BLOOD-BUILDING, 
APPETITE-BUILDING IRON TONIC! 


e B,, activity of at least 12 micrograms of vitamin B,, 
per oz. as determined by microbiological assay. 


e Iron (ferrous gluconate) in hematinic quantities. 


B complex vitamins well in excess of known mini- 
mum daily requirements. 


Pleasant tasting, too! 


CINCINNATI U.S.A. 


\ 
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WHEN OBESITY IS A PROBLEM 


S. H. CAMP and COMPANY 
JACKSON, MICHIGAN 


World’s Largest Manufacturers 
of Scientific Supports 
Offices in New York ¢ Chicago 
Windsor, Ontario « London, England 


_ THIS EMBLEM is displayed only by reliable merchants | 
_ in your community. Camp Scientific Supports are never — 
_ sold by door-to-door canvassers. Prices are based on 


Clinicians have long noted 
that the forward bulk of the 
heavy abdomen with its fat- 
laden wall moves the center 
of gravity forward. As the 
patient tries to balance the 
load, the lumbar and cervical 
curves of the spine are in- 
creased, the head is carried 
forward and the shoulders 
become rounded. Often there 
is associated visceroptosis. 
Camp Supports have a long 
history among clinicians for 
their efficacy in supporting 
the pendulous abdomen. The 
highly specialized designsand 
the unique Camp system of 
controlled adjustment help 
steady the pelvis and hold the 
viscera upwardand backward. 
There is no constriction of 
the abdomen, and effective 
support is given to the spine. 
Physicians may rely on 
the Camp-trained fitter for 
precise execution of all in- 


structions. 
If you do not have a copy of 


the Camp ‘Reference Book 
forPhysicians and Surgeons’’, 
it will be sent on request. 


‘CAMP 


Scie entific SuppottS 


Camp fitters insures precise and conscientious attention 


row 


intrinsic value. Regular technical and ethical training =| 
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‘tus doctors agree Eskadiazine tastes better”’ 


Patients of all ages take Eskadiazine willingly — 
it is so good tasting, so light, so easy to swallow. 
Furthermore, Eskadiazine acts faster because 

it contains—instead of ordinary sulfadiazine— 
S.K.F.’s microcrystalline sulfadiazine in a 
stabilized suspension. With Eskadiazine desired 
serum levels may be attained 3 to 5 times more 
rapidly than with sulfadiazine in tablet form. 
No wonder Eskadiazine stands above all fluid 
sulfadiazine preparations available today. 

Each 5 cc. (one teaspoonful) contains 0.5 Gm. (7.7 gr.) 


of sulfadiazine—the dosage equivalent of the 
standard half-gram sulfadiazine tablet. 


‘Eskadiazine’ T. M. Reg. U. S. Pat. Off. 


ESKADIAZINE 


The outstandingly palatable fluid sulfadiazine 
Smith, Kline & French Laboratories, Philadelphia 
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To induce hemopoietic response 


1S THERE 
A SUBSTITUTE 


FOR LIVER 
IN PERNICIOUS 


ANEMIA2 


To prevent spinal cord degeneration 


With the discovery of Biz another important hemopoietic factor present 
in liver is established. 

No substitutes for quality liver preparations in the treatment of perni- 
cious anemia have been confirmed, but Bi2 offers a substitute for liver 
therapy in treating those pernicious anemia patients who exhibit a sensi- 
tivity to liver extract. It also offers an important adjunct to liver therapy 
in treating pernicious anemia, nutritional macrocytic anemia, nontropical 
sprue and tropical sprue. 


B,2 Concentrate Armour 
is available in 10 cc. multiple 


dose vials (each cc. contains 10 micrograms of vitamin By.) 


prescribe or administer — “specify Armour.” 


Have confidence in the preparation you A ARMOUR 
Laboratories 


HEADQUARTERS FOR MEDICINALS OF ANIMAL ORIGIN +© CHICAGO 9, ILLINOIS 
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COUNCIL ACCEPTED 


TOUNCIL ON 
PHARMACY 
AnD 


be new broad-spectrum antibiotic 


orally effective—well tolerated 


Active against specitte organisms in the 


HYDROCHLORIDE 


bacterial, rickettsial and protozoan groups 


Suggested for: ccule pneumococcal infections, including lobar pneumonia, 
bacteremia; acute streptococcal infections, including erysipelas, 
septic sore throat, tonsillitis; acute staphylococcal infections; 
bacillary infections, including anthrax; urinary tract infections 
due to E. coli, A, aerogenes, Staphylococcus albus and aureus, 
and other Terramycin-sensitive organisms; brucellosis (abortus, 
melitensis, suis); hemophilus infections; acute gonococcal infections; 
lymphogranuloma venereum; granuloma inguinale; primary 


atypical pneumonia; typhus (murine, epidemic, scrub); rickettsialpox. 


Dosage: On the basis of findings obtained at over 100 leading medical 
research centers, 2 to 3 Gm. daily by mouth in divided doses q. 4 
or 6 h. is suggested for acute infections. 


Supplied: 250 mg. capsules, bottles of 16 and 100; 
100 meg. capsules, bottles of 25; 
50 mg. capsules, bottles of 25. " 


P Antibiotic Division 
ZC] CHAS. PFIZER & CO., INC., Brooklyn 6, New York 
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HAY FEVER SUFFERERS 
COME TO YOU 
FOR RELIEF 


Nearly 3,000,000 hay fever 
sufferers—seven out of every ten who have 
this distressing malady—come to you and other 
physicians for relief. You can offer many of your patients 
prompt, gratifying relief by prescribing Cehistra, for it pro- 
vides an effective dual attack on hay fever symptoms. Cehistra 
combines in each effervescent tablet 10 mg. of prophenpyridamine 
(available as the maleate), one of the most effective antihistaminics avail- 
able today, and 100 mg. of vitamin C, in itself valuable in helping the defense 
mechanism, together with 320 mg. (5 grs.) of aspirin and éeveral alkalizers. 
Cehistra tablets form in water a sparkling, pleasant-tasting, effervescent solution 
which assures prompt action in the symptomatic relief of most common allergies be- 
cause the active ingredients are available in complete solution ready for immediate use 
by the body. You and your patients will be pleased with the therapeutic efficacy, remark- 
able freedom from untoward effects, and superior palatability of Cehistra. 


Dosage: One tablet, dissolved in a glass of water, every 3 or 4 hours. 


Availability: Vials of 10 effervescent tablets. Cehistra is never advertised to the laity. 


Ojrcanon INC. ORANGE.N. J. 
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Fitter oF Fincer: Reproductions of six frames of a motion picture 
which traces the case from initial diagnosis to discharge of the patient. 


Picture the patient in motion...add sound o 


Easy to carry. ..A single case houses the pro- 
jector, power cord, speaker, speaker cord, 
extra lamps. Weight is less than 33 pounds 

. “pick-up” weight, 27 pounds. 

Easy to set up... Five simple steps and the 
“show” is ready to start. 

Easy to operate . . .Threading is simple, quick. 
All controls are conveniently located. 
Special features ...Operates on alternating 
or direct current. Quiet running. Built-in 
lubrication. Brilliant, even illumination with 
corner-to-corner picture sharpness. Superb 
sound reproduction. Receptacle for micro- 
phone to permit narration. 

These features and many other advantages 
make the recently announced Kodascope 
Pageant Sound Projector ideal for individual 
physician, clinic, hospital. See it at your 
photographic dealer’s—or, for further in- 


Serving medical progress through Photography and Radiography 


formation, write to . . . Eastman Kodak Com- 
pany, Medical Division, Rochester 4, N.Y. 


Kodak products for 
the ial profession include: 


X-ray films; x-ray intensifying screens; x-ray proc- 
essing chemicals; electrocardiographic papers and 
film; cameras—still- and motion-picture; projectors 
—still- and motion-picture; enlargers and printers; 
photographic film—color and black-and-white (in- 
cluding infrared); photographic papers; photo- 
graphic processing chemicals; synthetic organic 
chemicals; microfilming products. 


47 
Then, for the best projections... 
Kodascope Pageant Sound Projector (16mm.) \ J 
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Kodak 
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PENICILLIN 


Aluminum Pensctilin 


$4 
‘LLIN 


C 


12 ORAL TABLETS 


TABLE 


‘ 


WESTCOTT & DUNNING, Inc. 


BALTIMORE 1, MARYLAND 


Greater effectiveness 


Oral therapy with Aluminum Penicillin has proved to be 
effective in fulminating infections such as pneumonia! and in other 
infections due to streptococci, staphylococci and gonococci.? It 
rarely causes gastric disturbance or allergic reactions. The 
patient’s bodily and mental comfort is improved because the 
necessity for frequent injections is eliminated. 


The unique advantages of Aluminum Penicillin are that it is 
not soluble in solutions of acidity corresponding to that of gastric 
secretion, but is gradually converted into a readily absorbed form 
in the intestinal tract. These factors provide for maximum utiliza- 
tion of the dosage administered, higher and more prolonged 
blood levels.* 


Sodium benzoate is added because it inhibits the destructive 


action of intestinal enzymes.‘ 


Each tablet contains: Aluminum Penicillin, 50,000 units; 
sodium benzoate, 0.3 gram. Supplied in vials of 12 tablets. 


ITerry, L. L. and Friedman, M. The Military Surgeon, Vol. 103, No. 5, November, 1948. 

2Friedman, M. and Terry, L. L. Southern Medical Journal, Vol. 42, No. 6, June, 1949. 

Poe ge ~ =: and Cook, E. B. M. Texas State Journal of Medicine, Vol. 41, November, 
945, D. 

‘Reid, R. D., Felton, L. C. and Pitroff, M. A. Pro. Soc. for Exp. Biol. and Med., Vol. 63, 
1946, p. 438. 


* Patent applied for. 
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DIAGNOSIS AND MANAGEMENT 
OF CHEST TUMORS* 


By Tuomas H. Burrorp, M.D. 
St. Louis, Missouri 


Tumors of the chest should in these times be an 
extremely fruitful field for achieving a high per- 
centage of surgical cures even when these tumors 
are malignant. No more radio-accessible region is 
to be found in the entire body. The surface of the 
chest and its depth as well lend themselves easily 
to diagnostic expediency. Palpation, fluoroscopy, 
x-ray, bronchoscopy, bronchography, and sputum 
examinations are all simple, valuable diagnostic pro- 
cedures which when intelligently applied can be ex- 
pected to lead to a precise diagnosis in a majority of 
cases. Why then are tumors of the chest as a class 
still more apt to kill the patient than not? 

Much has been said in regard to the value of x-ray 
diagnosis. Gradual but significant improvement in 
this regard is evident. There still remains the very 
important problem of continuing to educate the 
people to the obvious need of frequent x-ray ex- 
amination of the apparently well chest. Much still 
remains to be done toward moving the patient with 
a chest tumor quickly on toward proper treatment. 
So.long as these needs exist, the subject remains 
timely. 

A consideration of chest tumors resolves itself 
quite naturally and anatomically into a discussion of 
three regions: (1) tumors of the chest wall, (2) 
tumors of the mediastinum, and (3) primary tumors 
of the lung. Because primary lung cancer is the most 
common and the most important, I shall consider 
this problem first. As a matter of fact, a discussion 
of lung cancer is almost exclusively a consideration 
of primary bronchiogenic carcinoma. Types other 
than this, aside from metastatic lesions, do occur 
but are so rare as to be of interest only to the 
specialist. 


*Read in Section on Surgery, Southern Medical Association, Pose. 
Third Annual Meeting, Auspices Campbell-Kenton County ‘Medical 
aay of Northern Kentucky, held in Cincinnati, November 14-17, 


Metastatic lesions in the lung are constantly being 
overemphasized from the diagnostic point of view 
and are a continual source of procrastination. Given 
a solitary lesion in the chest, the chances are pre- 
ponderantly in favor of its being primary. With the 
exception of the kidney, few tumors in other regions 
are prone to metastasize singly to the lung. 


Primary cancer of the lung is by all odds the 
major challenge to the thoracic surgeon. The strik- 
ing and rather dramatic increased incidence of this 
lesion in recent times makes it a problem of major 
concern to all physicians. Pulmonary cancer is now 
generally admitted to be nearly as common as cancer 
of the stomach. The cause of this increase is un- 
known just as the cause of cancer in general is still 
unknown. 


Too much emphasis, I fear, has been placed on 
what textbooks have called the symptomatology of 
primary lung cancer. There is no typical clinical 
picture. The early diagnosis can be made first, 
only by being eternally suspicious of all pulmonary 
manifestations and, secondly, by being mindful of 
the probable significance of very common place 
symptoms and signs. Instead of learning a so-called 
typical picture and awaiting development of typical 
findings, the wise physician will get a good x-ray 
film of every patient who presents any type of pul- 
monary disease, and on seeing even minimal evi- 
dence of pulmonary pathology consistent with a 
diagnosis of cancer will proceed immediately to 
prove or disprove a diagnosis of lung cancer. 


I would emphasize that the most important factor 
in the diagnosis of lung cancer is the consideration 
of its possible presence. Given then a patient sus- 
pected of having a tumor of the lung who has radio- 
graphic evidence compatible with this diagnosis, the 
first consideration is of course a bronchoscopy. Val- 
uable as this method is, it is far from being wholly 
reliable and even in the best hands yields no more 
than a 50 per cent positive diagnosis rate. This 
figure will drop even more when any given series 
of cases is heavily weighted with early lesions. 
Bronchography in rare instances may yield valuable 
information. 
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In the 50 to 60 per cent of cases in which it is 
impossible to establish a positive diagnosis by 
bronchoscopy, three other means of diagnosis must 
be exploited. The first of these is the examination of 
the sputum or bronchial washings for the presence 
of cancer cells. Men trained in the cytology of 
endobronchial neoplasms are able to make a diag- 
nosis in approximately 85 per cent of cases.! In 
experienced hands it is by far the most sensitive 
diagnostic method for the early detection of lung 
cancer. A rare case will be suitable for a large needle 
aspiration biopsy. Should this procedure be resorted 
to, extreme care must be exercised in order not to 
invade a large vascular tumor or to create a pneumo- 
thorax or to implant cancer cells in the pleura or 
chest wall. 


Despite the best efforts of skilled personnel, these 
methods may be wholly exploited and the patient 
still remain in the undiagnosed group. This brings 
the patient to a particularly critical point. It is at 
this point that too many well-meaning physicians 
procrastinate. There is general agreement among 
those of experience that such cases must be sub- 
jected to exploratory thoracotomy with open biopsy 
by the frozen section technic at the time of operation. 


In appraising the proved case of endobronchial 
malignancy from the standpoint of surgical therapy, 
there are certain evidences that should be con- 
sidered as positive, others as presumptive evidences 
of inoperability. Quite obviously, the greatest single 
factor that determines the operability is the presence 
or absence of the extension of the tumor beyond 
the lung. The following clinical signs appear most 
frequently as evidence of inoperability: (1) a frozen 
mediastinum as demonstrated bronchoscopically; 
(2) tracheal or contralateral bronchial involvement; 
(3) enlarged, invaded lymph nodes, usually in the 
supraclavicular fossi or in the axilla; (4) metastatic 
lesions to the bones; (5) large liver; (6) advanced 
age; and (7) complicating disease which in itself 
will prove to be fatal. 

At one time we were of the opinion that patients 
should be rejected for surgical exploration if certain 
presumptive signs were present. Paralysis of the 
diaphragm usually means infiltration of the phrenic 
nerve and widespread mediastinal involvement. How- 
ever, experience has shown that occasionally a 
phrenic paralysis will exist when no mediastinal 
extension can be demonstrated. 

Reservations must also be made in regard to clear 
pleural fluid free of tumor cells. Usually a pleural 
effusion comes as a late manifestation as a result 
of mediastinal lymphatic blockage. However, an 
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increasing number of patients have been seen who 
on exploration have pleural fluid but no demon- 
strable mediastinal glandular involvement. 


Vocal cord paralysis is strongly suggestive of 
mediastinal invasion. An occasional case is seen in 
this category without operative evidence of re- 
current laryngeal nerve invasion or impingement by 
cancerous nodes. 


Evidences of sepsis do not necessarily contra- 
indicate pulmonary resection. The toxic manifesta- 
tions of suppuration distal to a tumor occluding a 
bronchus may be the salient feature in the patient’s 
deterioration. Removal of the lung will also re- 
move the septic reservoir. So-called signs of pul- 
monary insufficiency, such as cyanosis, tachycardia, 
are again not bona fide signs of inoperability. This 
situation is most frequently encountered when the 
growth has either completely or very nearly occluded 
a stem bronchus. The flow of blood through a 
nonventilated lung results in a considerable amount 
of unoxygenated blood to the circulation with a 
significant handicapping of the cardiorespiratory 
mechanism. The effect is similar to that of a patent 
ductus arteriosus or to a large arteriovenous fistula. 
Ligation of the pulmonary artery and extirpation 
of the functionless lung increases the efficiency since 
all the blood then passes through a sound lung. 


The only indication for x-ray therapy in these 
cases is the irrefutable establishment of a state of 
inoperability. It is significant that not a single 
radiotherapist reporting radio experiences with pri- 
mary lung tumors recommends the use of radio- 
therapy in operable cases. Patients with suspected 
or proved carcinoma of the lung are surgical prob- 
lems until proved otherwise. 


It has now been 17 years since the first lung 
was successfully removed for bronchiogenic cancer. 
The technical advances and refinements during that 
period have been striking so that today patients 
with a bronchiogenic carcinoma which is resectable 
can be operated at a risk of no greater than 3 to 5 
per cent. 

When one comes to consider the matter of five- 
year survivals, considerable difficulty is experienced. 
Follow-up studies by men with significant series, 
such as Graham? and others, would indicate that in 
the resectable group the five-year survival rate has 
been above 20 per cent. I am in complete agreement 
with Churchill’s’ recent statement. 


“Careful follow-up statistics that measure the survival 
expectancy in pulmonary malignancy treated by surgical 
resection have not as yet leveled off to even an approxi- 
mation of accuracy. It is probably more informative to 
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consider that Graham’s patient in whom a total pneumo- 
nectomy was performed for squamous cell carcinoma in 
1933 is still alive and well than it is to attempt to in- 
terpret the preliminary analyses that have been placed on 
recor 


In a remarkably short time the profession has 
acquired the skill to cure the vast majority of lung 
cancers without significant risk or physiologic dis- 
advantage to the patient when these cancers are 
single and submitted for radical surgery while the 
lesion is still confined to the lung. The problem 
remains one of early diagnosis and early referral. 


Tumors of the chest wall exclusive of skin and 
subcutaneous tissues, while definitely less common 
than either lung tumors or tumors of the medi- 
astinum, are nevertheless an important group. These 
tumors may arise from rib, cartilage, or other tissues 
and take a variety of histologic forms. Among the 
more common are those arising from bone or car- 
tilage. Combinations of types are rather frequently 
seen. It is impossible to consider these tumors in 
any detail because of the time limitation. Suffice 
it to say that probably no group of tumors has in 
general been more badly managed. 


Practically every institution has been guilty of 
biopsying the chest wall lesion and all too frequently 
doing nothing more if a pathologic report of a be- 
nign lesion is obtained. Experience has shown that 
every chest wall lesion should be removed radically 
and in one sitting. If there is any question of sub- 
jacent attachment or involvement, the resection 
should include that structure even if it means a 
partial pulmonary resection. 


Tumors of the mediastinum, while not frequent 
in the sense that primary tumors in the lung are, 
are frequent enough and dangerous enough to be 
of the greatest importance to the physician. The 
mediastinum, being a midline space and the site of 
great and significant embryonal events, is the nat- 
ural repository of as variegated and interesting a 
group of neoplasms as any region in the body. 
Happily for the physician, the knowledge of certain 
facts concerning these tumors makes their diagnosis 
far easier than their variety would imply. 


An expedient of great value in regard to accurate 
diagnosis is the simple one of dividing the medi- 
astinum into anterior and posterior compartments. 
Supplementing this with the knowledge of which 
tumors arise in these mediastinal divisions and the 
recognition of certain characteristics of each tumor 
type greatly facilitates diagnosis and evaluation. 
Anterior mediastinal tumors are by all odds the 
more frequent, and of the anterior variety, the ma- 
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lignant type of growth is seen more frequently than 
the benign. 

A useful classification of mediastinal tumors then 
is the simple one where the tumors are classified as 
to site of origin as (1) anterior mediastinal tumors, 
(2) posterior mediastinal tumors, and (3) a small 
miscellaneous group which may occur either an- 
teriorly or posteriorly. 

Considering first the anterior variety, it becomes 
apparent that a further subdivision is necessary, 
namely: into malignant and nonmalignant types. 
Heuer,’ in his paper on mediastinal tumors, says 
that the so-called dermoid tumor is the most com- 
mon mediastinal tumor. However, in our experience 
at the Barnes Hospital, the malignant lymphoma 
group has occurred more frequently than the 
dermoid type.® 


Considering first the benign tumors of the an- 
terior mediastinum, the teratoma and dermoid group, 
which Harrington has very logically suggested 
grouping as the teratoid group, is the commonest. 
These tumors which histologically contain from one 
to all of the representatives of the primitive germ 
layers, probably arise as transplanted branchiogenic 
elements which are drawn into the thorax by the 
descent of the diaphragm and heart. Radiographic- 
ally, they present in general a fairly typical picture. 
A lateral film shows them to lie in the anterior 
mediastinum and they are characterized by smooth, 
well-delineated margins. Many of them have a 
characteristic peripheral rim of calcium. Their 
density is that of the heart or greater and may be 
perfectly uniform or may vary. Occasionally cal- 
careous bodies identifiable as rudimentary teeth may 
be seen. Occasionally the so-called teratoma type 
will present bilaterally. 


The onset of malignant change in these tumors 
is heralded by increasing irregularity in the tumor 
margin as shown by x-ray, pain, physical deteriora- 
tion and occasionally the formation of pleural fluid. 
Even when benign, these tumors have a predilection 
for establishing communications with the tracheo- 
bronchial tree. In such instances the expectoration 
of sebaceous material, hair or teeth occurs. Infection 
inevitably supervenes in these cases, and becomes a 
part of the clinical picture. Superior vena caval 
obstruction is a rather frequent occurrence in cases 
of this group which have undergone malignant 
change. 

The treatment is removal. Since approximately 
15 per cent of these tumors have been found to have 
undergone malignant change when removed, it is 
obvious that one cannot procrastinate. 
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An interesting tumor of the benign anterior medi- 
astinal group is the so-called pericardial coelomic 
cyst. This lesion is now generally considered to arise 
as a result of a fusional anomaly of the pericardium, 
being pinched off from the pericardial analogue of 
the coelomic ridge. They are rather characteristic 
radiographically and are generally discovered by 
accident. So far as I know, they are always benign. 


Benign thymomas occur and may be radiolog- 
ically demonstrable. They tend to be more midline 
than the teratoid group and rarely, if ever, show 
calcification. Lacking the spherical configuration so 
typical of the benign teratoid, they are usually lo- 
cated in the thymic or upper region of the anterior 
mediastinum. 


Thyroid tumors occurring in the mediastinum are 
of two types. The first is the so-called substernal 
or diving thyroid which takes origin from the lower 
pole of the normal gland and carries its blood supply 
with it from the inferior thyroid artery. These are 
usually rather easily removed from the neck. They 
may manifest any of the pathologic changes which 
characterize the thyroid gland, including malignant 
change. The second type is the so-called aberrant 
thyroid tumor which represents a misplaced islet 
of thyroid tissue, and which has no connection with 
the parent gland. These tumors may occur in any 
region of the mediastinum. 


The malignant group of anterior mediastinal 
tumors has been in our experience the more frequent. 
The malignant lymphomas, which include lympho- 
sarcoma, reticulum cell sarcoma, and Hodgkin’s 
disease, is in our experience the most common 
anterior mediastinal tumor. No purpose other than 
academic interest is to be served by too precise a 
classification or subdivision of this group. Clin- 
ically, their behavior is similar. They present bi- 
laterally in the majority of cases and their radio- 
graphic appearance is quite distinct from other 
tumors. The margins are irregular, feathery and ill- 
defined. Particularly in the Hodgkin’s or reticulum 
cell sarcoma type, there may be an associated lymph- 
adenopathy which will permit accurate diagnosis by 
lymph node biopsy. In some instances, hematologi- 
cal and bone marrow studies will be decisive. These 
tumors manifest a high degree of radiosensitivity 
and are not surgically removable. An occasional 
malignant teratoid tumor will have radiographic 
features which make it difficult or impossible to 
distinguish it from a malignant lymphoma. In such 
cases, a trial course of radiation will settle the issue. 


Carcinomatous and sarcomatous changes occur in 
the thymus and are characterized by a superior 
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mediastinal tumor of rapid growth. To my knowl- 
edge, only two cases of carcinoma of the thymus 
have been successfully removed. One of these is 
Poer’s reported case’ and the other is a case which 
I had an opportunity to operate upon approximately 
two years ago. Thymic carcinomas are extremely 
radioresistant while sarcomas of the thymus may 
manifest a favorable response to radiation for a 
short time. 


Tumors arising in the posterior mediastinum are 
primarily of nerve element origin. The most fre- 
quent tumor is the so-called posterior mediastinal 
neurofibroma. ‘This basic tumor type may have 
numerous variants depending upon the nerve ele- 
ment giving rise to the tumor. Out of this group, 
the pathologist will be able to report such entities 
as ganglioneuromas, schwannomas, neurilemmomas, 
and so on. These tumors are almost always found 
in the posterior mediastinum taking origin most 
commonly from the intercostals, the sympathetic 
chain, or other nerve elements in the posterior medi- 
astinum. The dumbbell variety may occasionally 
be encountered in which case neurologic manifesta- 
tions will alert the physician to the existence of the 
intraspinal portion. 


Again these tumors have a characteristic radio- 
graphic appearance, tending to be circular or ellip- 
tical with well-defined margins. They may occa- 
sionally be multiple and sometimes are found in 
association with the other stigmata of the generalized 
neurofibromatosis of Von Recklinghausen. They 
usually do not give rise to symptoms unless they 
have reached considerable size or are undergoing 
malignant change. 


The treatment is removal. Forty per cent of these 
tumors have been found to have undergone malig- 
nant change when removed.® Therefore a policy of 
watchful waiting cannot be too vehemently con- 
demned. If malignant change occurs, it is, of course, 
of the sarcomatous type. These tumors are highly 
radioresistant. In the event that a dumbbell type 
of neurofibroma is encountered, the plan of treat- 
ment becomes more complicated. The proper pro- 
cedure in these cases is to do a laminectomy with 
removal of the intraspinal component to be followed 
at a later date, perhaps within two weeks, by 4 
thoracotomy for the removal of the intrathoracic 
portion. In some cases it will be possible to do both 
the intraspinal and the intrathoracic portions at one 
operation. 

Less common tumors arising in the mediastinum 
are cysts of gastro-enteric origin, bronchiogenic 
cysts, lipomas, fibromas, and xanthomas. Gastfo- 
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enteric cysts have been reviewed by Davidson.? 
These lesions, usually in the form of a rudimentary 
stomach, are found most frequently in the posterior 
mediastinum and probably represent remnants of 
the primitive foregut. So far as I know, to date all 
reported cases have been benign. 


Bronchiogenic cysts are also true developmental 
lesions and represent a breakdown in perfect pul- 
monary trachoebronchial embryonic sequence. No 
instance of malignancy in a so-called bronchiogenic 
cyst has been recorded. 

Lipomas may be entirely intrathoracic or may be 
hourglass in shape and have an extrathoracic por- 
tion. 

A rare tuberculoma has been reported in the 
mediastinum. 

Aneurysms, while not tumors, must be considered 
as a diagnostic possibility. 


This brief summary describes the salient features 
of the more commonly encountered mediastinal 
tumors. One cannot overemphasize the grave threat 
to the patient’s life that these tumors represent. A 
significant proportion of them are malignant from 
the onset. When one considers that 40 per cent of 
the posterior mediastinal neurofibromas and 15 per 
cent or more of the teratoid tumors are malignant, 
one can readily understand how unrealistic is the 
all too prevalent practice of procrastination in the 
management of mediastinal tumors. 
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DISCUSSION (Abstract) 


Dr. William F. Rienhoff, Jr., Baltimore, Md.—There is a 
tendency among some thoracic surgeons today to suggest 
doing lobectomies for carcinoma of the lung, particularly 
the peripheral ones, instead of total pneumonectomy. 

One of Dr. Burford’s slides on the screen showed so well 
that the lines of infiltration away from the growth probably 
was x-ray evidence of pulmonary lymphatic involvement. 
Due to the fact that fissures in the lung are often incomplete 
(in fact, always incomplete to a certain extent, but some 
are deeper than others) it has always seemed to me, and it 
has been true in the cases upon which we have done 
lobectomies, that one is in very great danger of having a 
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retrograde lymphatic involvement of the remaining lobe. 


None of our cases has remained well in which we have done 
a lobectomy. 


I feel very strongly that in malignant neoplasm of the 
lung, with perhaps very rare exceptions, one should always 
do a total pneumonectomy. 


Dr. Burford (closing) —I certainly 
Rienhoff. 


The only time we ever fall short of doing a total pul- 
monary resection for bronchiogenic carcinoma is when the 
patient’s general physiologic status seems to be such that 
he will not tolerate a total pneumonectomy. Even a total 
extirpation of the lung, as we all know, is not a really 
satisfactory cancer operation since one cannot excise all 
regional lymphatics as one can in a radical breast or 
intestinal resection. 


agree with Dr. 


RESULTS AFTER OPERATIVE REMOVAL 
OF INTERVERTEBRAL DISCS* 


By Ricuarp T. Opett, M.D. 
Ropert H. Ramsey, M.D. 
and 
J. ALBErt Key, M.D. 

St. Louis, Missouri 


In this paper, we wish to present our observations 
on a series of 455 patients who were operated upon 
with removal of one or more intervertebral discs in 
attempts to relieve low back pain and sciatica. This 
series includes all of our own private patients and 
ward patients on the orthopedic services at the 
Barnes and Jewish Hospitals during the years 1942 
to 1947, inclusive. The operations were performed 
by ourselves, Dr. Fred Reynolds, Dr. Lee Ford and 
by various members of the resident staff. 


In this group, there was one death from wound 
infection and septicemia which occurred early in the 
series before penicillin was generally available. A 
questionnaire was sent to each of the remaining 454 
patients and 310 of these were answered and re- 
turned. This is only 68.3 per cent of the entire 
group, but they are unselected and we believe that 
they represent a fair cross section of the patients 
operated upon. If there is any discrepancy from the 
results in the entire series, it is probably that it 
shows an increased percentage of bad results, be- 
cause in the operative treatment of patients with 
low back pain and sciatica, our failures tend to stay 


*Read in Section on Onibapetie and Traumatic , Southern 
Medical Association, Forty-Third Annual Meeting, Auspices Campbell- 
Kenton County Medical Society of Northern Kentucky, held in Cin- 
cinnati, November 14-17, 1949. 

*From the Department of Surgery, Washington University School 
of Medicine, St. Louis, Missouri. 
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with us indefinitely like millstones around our necks, 
while those who are relieved of their symptoms are 
often not heard from again once they have resumed 
their normal activities. 

The patients are about equally divided between 
those who performed heavy labor (farmers, miners, 
day laborers, truck drivers, factory workers and 
those who did not (clerks, bookkeepers, housewives, 
executives, professional workers). There were 153 
who did heavy labor and 157 who did not. We found 
no evidence that those engaged in certain occupa- 
tions were prone to develop intervertebral disc le- 
sions, although in many instances, the onset of the 
symptoms was ascribed to a specific strain or other 
injury. 

Most of the patients (276 or 89 per cent) com- 
plained of both low back pain and sciatica. Seven- 
teen or 5.5 per cent complained only of low back 
pain and seventeen or 5.5 per cent complained only 
of sciatic pain. 

The 310 patients were drawn from a much larger 
group of patients with similar complaints who were 
under treatment during this period. They were 
operated upon because their symptoms had failed 
to yield to conservative treatment and because the 
pain and disability were judged to be caused by an 
intervertebral disc lesion and to be sufficiently severe 
to warrant an attempt to obtain relief by a major 
operation. 


The diagnosis was made from the history and 
physical examination and the absence of evidence of 
destructive disease in the roentgenograms of the 
lumbosacral spine. In addition to the roentgen ex- 
amination, the laboratory work included only routine 
examinations of the blood and urine. Lumbar punc- 
ture and study of the spinal fluid were done in only 
a few instances. Only sixty-five of these patients 
were subjected to myelography before operation. In 
a paper now in press, we have reported our experi- 
ence in correlating the diagnosis by myelography 
with the findings at operation in a series of over 200 
consecutive cases (Ford and Key'). We found that 
there was an error in about 20 per cent of the cases 
and we still operate upon most of these cases without 
subjecting them to myelography. 


In almost every instance, the operation was per- 
formed under local anesthesia and consisted of an 
exploration of the lumbosacral spine at the suspected 
area (usually the fourth or fifth lumbar disc on the 
affected side or in the midline). If a definite patho- 
logic disc lesion was found at the first interspace 
examined and this was judged to be the cause of the 
symptoms, this disc was incised, curetted lightly, 
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the loose disc material removed, and the wound was 
closed. If the findings were equivocal or if an appar- 
ently normal disc was found at the first interspace 
examined, the adjacent space or spaces were ex- 
plored. In only twenty-three instances was the spine 
fused and eight of these were in patients who had 
not been relieved by a previous operation for re- 
moval of a pathologic disc. Patients with spondyl- 
olisthesis are not included in this series. These cases 
are routinely fused and usually the spinal canal is 
not explored for a pathologic intervertebral disc. 


With the exception of the case mentioned above 
which died of sepsis and of eight other cases in whom 
mild soft tissue infection of the wound occurred 
(four of these were caused by talc granuloma and 
four followed hematoma), the postoperative course 
of these patients was uneventful and most of them 
walked out of the hospital on or before the eighth 
postoperative day and continued their convalescence 
at home. They were encouraged to increase their 
activities and to return to their work or normal 
method of living as soon as they felt able to do so. 
No postoperative physical therapy was used and 
the patients discarded their low back supports or 
corsets as soon as they were comfortable without 
them. 


The questionnaire which was submitted to these 
patients was as follows: 


“T am interested in finding out the results of the operation 
performed on you. With this in mind I am hoping that you 
will answer the following questions and return this to me. 


(1) Please put an X in front of one of these statements: 
I think the operation cured me. 
I think the operation helped, but did not cure me. 
I think I am about the same as before the operation. 
I think I am worse than I was before the operation. 
(2) How long were you disabled after leaving the hos- 
pital? 
(3) Are you working? When did you return to work? 
(a) What kind of work are you doing? 
(b) What kind of work did you do before the 
operation ? 
(c) What kind of work were you doing when your 
trouble started? 
(d) Did you get compensation and for how long? 
(e) Does working bother your back? Your legs? 
(4) If you are not well, are you in any way better than 
you were before the operation? Please tell how. 
(5) In general, are you glad or sorry you had the 
operation ? 
(6) If you have trouble with your back or legs, please 
describe your symptoms and disability. (Use the back 
if necessary.)” 


We have had some difficulty in evaluating our 


results from the answers to the questionnaires and 
realize that others might draw somewhat different 
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conclusions from the same material. We have con- 
sidered the result good if the patient was able to re- 
turn to his same job or mode of life in a reasonable 
time and perform his duties with little or no dis- 
comfort. A fair result is one in which the patient did 
not return to his original job, but changed to one 
which was less strenuous and was able to perform 
this with little or no discomfort. A poor result is 
one in which the patient continued to suffer severe 
pain and disability for a long time after the opera- 
tion. 

On this basis, we find that in the 310 patients the 
results were good in 258 or 83.2 per cent, fair in 
nineteen or 6.2 per cent, and poor in thirty-three 
or 10.6 per cent. It is thus evident that the operative 
results were good or fair in 277 or 89.4 per cent of 
the patients. It is further to be noted that six of the 
thirty-three patients who were classed as failures 
were having less pain and disability and were glad 
that they had had the operation, but were classed 
as poor because they were not working. 

It is to be noted that many of the patients in 
whom we considered the result to be satisfactory, 
but not perfect, had some intermittent residual pain. 
The postoperative result as regards pain is shown 
in Table 1. 

Of the 141 who had some residual pain, 32 had 
only low back pain, 15 had only sciatica, and 94 
had both low back pain and sciatica. 

The period of postoperative disability varied with 
the patient’s occupation, with the presence or ab- 
sence of residual pain, with the severity of the pain 
and with the reaction of the patient to the pain. 
The length of disability in the 277 patients who 
returned to work is shown in Table 2. 

Other things being equal the patients who per- 
formed heavy manual labor returned to work more 
slowly than did those engaged in less strenuous 
occupations. We find that 240 or 77.4 per cent of 
our patients received no compensation and sixty or 
22.6 per cent received compensation. The average 
length of time compensation was received after 
operation was four months, the shortest was seven 
weeks and the longest was two years. Seven or 11.7 


Number of 
Patients Percentage 
No pain or disability. Good result... 129 41.0 
Intermittent pain. Good or fair result... 141 45.4 
Severe pain and disability. Poor result 33 10.6 
No pain reported ay. 7 2.5 
“310 100.0 
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per cent of the sixty compensation cases did not 
return to work in a reasonable time and in these, 
the operation was considered a failure. 

Sex was not an important factor in determining 
the end result, although there were more men than 
women in the series: 191 men to 119 women. 
Twenty-two or 11.1 per cent of the men and eleven 
or 9.2 per cent of the women obtained an unsatis- 
factory result from the operation. 


We have attempted to correlate the condition of 
the disc as disclosed at the operation with the result 
obtained after the operation. We have used the 
following classification in recording the operative 
findings: (1) an apparently normal disc; flat and 
firm. (2) A soft disc; flat or concave, but soft with 
a thin annulus and usually containing a sequestrum. 
(3) A slightly bulging disc; firm and rubbery with 
annulus of about normal thickness and sometimes 
containing a sequestrum. (4) Large, bulging disc; 
a large domelike protrusion with a thin annulus 
usually containing a sequestrum. (5) An extruded 
disc; a sequestrum is forced through the annulus 
and lies under a thin membrane or may be free in 
the canal or adherent to the surrounding tissues. 


Of the 277 satisfactory results, the disc was ap- 
parently normal in fifteen, soft in sixteen, small 
bulging in 52, large bulging in 72 and extruded in 
137. In the thirty-three failures, the disc was 
apparently normal in four, soft in four, small bulg- 
ing in eight, large bulging in eleven, and extruded 
in six. It thus, appears that the extruded discs 
offer the best prognosis since there were only 4.2 
per cent of failures in the 143 discs of this type as 
compared with 10.6 per cent of failures in the entire 
series. 


Of the thirty-three cases in which the operation 
was considered a failure, ten were reoperated upon 
and the lumbosacral canal explored and in two the 
spine was fused. Six had had primary fusions. In 


POSTOPERATIVE DISABILITY 


Number of 


Patients Percentage 
65.3 
3 to § months... __..... 46 14.8 
5 to 12 months... . 44 14.2 
Over 12 months... 
No date given 6 
Total working or leading a normal life. 277 39.4 
Not working (failures) 33 10.6 
Total patients who answered the questionnaire. 310 100.0 


Table 1 


Table 2 
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these, nothing to account for the pain was found 
in one, nerve root adhesions in one, a bulging disc 
in five and an extruded disc in three. Of the eight 
pathologic discs found at reoperation, five were at 
the same interspace and three at a different inter- 
space. It is to be noted that of the fifteen cases in 
which a combined disc removal and spinal fusion 
operation was performed at the primary operation, 
five were successful and ten were failures. Four of 
the latter were relieved by a second operation. This 
is probably because fusion was performed only in 
those cases in which the operator felt that his disc 
operation had not revealed and relieved a satisfac- 
tory explanation for the patient’s symptoms. Of the 
eight cases in which the primary operation had 
failed to relieve the patient and in which the spine 
was re-explored and fused at the second operation, 
only two were failures. 

It would be expected that with an increased ex- 
perience in the operative treatment of these cases, 
our technic would improve from year to year and 
that this would be reflected in our end results. That 
this has not occurred is shown in Table 3. 


In spite of the evidence presented in the table, we 
believe that our technic for the operative treatment 
of intervertebral disc lesions is better today than it 
was a few years ago. But there are other factors 
which enter into the determination of the end results 
in a given series of cases. One of the most important 
of these is the selection of cases for operation. 


If the surgeon operates upon only those cases 
which present the typical clinical picture of a rup- 
tured disc and refuses to operate unless the symp- 
toms are acute at the time of operation, then his 
percentage of satisfactory results should be unusually 
high. But this surgeon in his desire to keep his 
reputation above reproach and to maintain his 
attitude of smug conservatism will fail to relieve 
many patients whose symptoms are amenable to 
operative treatment. It is true that some of these 
are neurotic, and we believe that a high percentage 


RESULTS BY YEARLY FOLLOW-UP 


Follow-up 
Years No. Cases Satisfactory PerCent Poor Per Cent 

6 33 32 97 1 3 
5 54 4° 90.7 5 9.3 
4 62 53 85.5 9 14.5 
3 32 27 84.3 5 15.7 
2 45 41 91.1 4 8.9 
1 84 75 89.3 9 10.7 

Total 310 277 33 


Table 3 
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of our poor results occur in neurotic patients. On 
the other hand, some of our most happy results have 
occurred in patients whom we considered neurotic 
before we operated upon them. Since we are not 
able to evaluate these patients beforehand, we do not 
refuse to operate upon any patient with severe, 
chronic, idiopathic low back pain with or without 
sciatica which we are not able to relieve by con- 
servative treatment. 


We believe that the unusually high percentage 
of poor results during 1944 and 1945 was due to 
the fact that during those years, one of us (J.A.K.) 
was impressed with Dandy’s opinion that multiple 
disc lesions are frequent, and he removed many discs 
which we would now leave alone. We are now more 
conservative about the removal of borderline, bulging 
or softened discs and are inclined to limit our opera- 
tion in these cases to assuring ourselves that the 
suspected nerve roots are free from pressure. This 
may result in a hemi or even a complete lamin- 
ectomy of one or two lumbar vertebrae. We call 
this a decompressing operation. 


We find that other surgeons are reporting results 
after disc operations which are similar to our own. 
For instance, Verbrugghen? reports 83 per cent suc- 
cess in seventy-five cases. Love’ reports 90.4 per 
cent improvement and 9.6 per cent poor results in 
987 cases. Shinners and Hamby* found 50 per cent 
cured and 50 per cent with residual symptoms in the 
back, legs or both in eighty-seven cases. Grant) re- 
ports 92 per cent (63 with no pain, 29 per cent 
improved) improved with eight unimproved in 200 
cases. Mixter (quoted by Marble and Bishop*®) had 
8.7 per cent failure in 184 cases. Poppen’ had only 
5 per cent poor results in 400 proven disc cases. 
Marble and Bishop® in reporting cases from the 
insurance company standpoint found less than 50 
per cent favorable results in ninety-two cases. This 
is approximately the same result obtained by Aitken 
and Bradford’ in insurance cases. Falconer, Me- 
George and Begg? in 100 cases report good results 
in 94 per cent and failures in 6 per cent. 


Craig and Walsh!° investigated their cases by 
comparing noncompensation cases with compensa- 
tion cases. They found 83.3 per cent satisfactory 
results in the noncompensation group and 59.1 per 
cent satisfactory results in the compensation groups. 
Adson!! using the same comparison found 90 per 
cent satisfactory results in those who received no 
compensation and 77 per cent satisfactory with 
compensation. 


It will be seen from the above and from our own 
experience, that from 85 to 90 per cent of the 
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patients with chronic idiopathic low back pain with 
or without sciatica can expect to obtain complete 
or a very considerable relief after a disc operation 
if it is done by one who is skilled in performing 
this operation. It is to be emphasized that while 
in one case the operation may be relatively simple, 
in another it may be among the most difficult oper- 
ations performed in surgery. Not only may it be 
technically difficult and demand meticulous technic, 
but it may tax the surgeon’s judgment to the 
utmost. 


The operation should not be undertaken casually 
by surgeons who have not learned to perform it 
properly. This is perhaps one of the reasons for the 
poor results in insurance cases reported by Marble 
and Bishop® and by Aitken and Bradford.’ We find 
that the results in compensation cases are not quite 
so good as are those in patients who do not receive 
compensation, but they are still sufficiently good to 
warrant performing the operation when it is indi- 
cated in these cases. 


There are several reasons for the poorer results 
obtained by disc surgery in compensation cases and 
often one of these is the attitude of some of the 
insurance carriers who distrust the patient and 
doubt his veracity, who will willingly pay their own 
physician for an unlimited number of office visits 
at a very low fee per visit, or for physical therapy 
treatments, but will refuse to send the patient to a 
specialist because he charges more for a single visit; 
who often refer these cases to irregular practitioners; 
who postpone surgery as long as possible and when 
finally it is ordered, insist that it be done by their 
own physician who may or may not be skilled in 
performing this operation, but who is not chosen by 
the patient and does not have his confidence. 


The result is often a chronic patient who not only 
presents an unusually difficult problem, but may 
also be one who has developed a compensation 
neurosis and fails to cooperate with the physician 
whom he feels the insurance carrier has selected to 
represent his interests, rather than to cure him. 


Following the example of Falconer, McGeorge and 
Begg.° we compare our operative results of inter- 
vertebral discs with the results obtained in a long 
established elective operative procedure. They chose 
the operation for the removal of a meniscus of the 
knee. The comparison of our results with those of 
published series of patients who were operated upon 


for an internal derangement of the knee is seen in 
Table 4. 
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COMPARISON 
DISC ona WITH INTERNAL DERANGEMENT 
F THE KNEE OPERATIONS 


Percentage Results 
Good 


Source Fair Poor No. of Cases 
Ruptured disc lesions ................ 83.2 6.2 10.6 310 
(our series) 
Internal derangement knee 
Civilian 
aaa 15 8 86 
Military 
25 12 83 
26 10 86 
MacKenzie et alii __-.............. 71 22 7 303 
9.2 
856 
Table 4 
SUMMARY 


The operative results of lumbar intervertebral 
disc in 310 cases followed by questionnaire are 
reported. Satisfactory results were obtained in 89.4 
per cent and poor results in 10.6 per cent. Forty- 
two per cent were completely relieved of pain. 
Forty-five and a half per cent had slight inter- 
mittent pain which did not prevent their return to 
work. Spinal fusion was seldom done in this series 
and is seldom necessary. The use of myelography 
as a routine diagnostic procedure was not employed 
in this series. The operative treatment of ruptured 
intervertebral discs is a satisfactory procedure when 
the patient is properly selected and the operation 
is performed by a surgeon who has learned to do it 
properly. The results in compensation cases are 
sufficiently good to warrant the operative treat- 
ment of patients with intractable low back and 
sciatic pain. Operation should not be advised for 
any of these patients until conservative treatment 
has been given a reasonable trial and has failed. 
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DISCUSSION (Abstract) 


Dr. Lenox D. Baker, Durham, N. C.—The authors have 
compared the end results in back cases with the results 
obtained in knee surgery. Following surgery in joints one 
can expect a certain number of failures, and it is of interest 
that this percentage is about the same for the two opera- 
tions. 

I should like to ask the authors: among the failures, how 
many had ruptured intervertebral disc at the fifth interspace, 
and how many at the fourth interspace, or above? We are 
of the opinion that more failures occur at the fourth inter- 
space than at the fifth interspace. 


It is of interest that the best results in this series of cases 
were obtained in those patients with a complete rupture of 
the disc. In this group it is reasonable to assume that the 
pain was coming from the disc material’s being ruptured 
into the spinal canal. In the other groups, with a poorer 
percentage of complete relief, perhaps the pain was not 
originating from disc pathology. 

In the questionnaires that were sent out the most im- 
portant question was, “In general, are you glad or sorry 
you had the operation?” If the patient answers, “yes,” the 
physician has every right to say that he has a satisfactory 
result. 

The answer to the question of whether the patient has 
returned to his former type work is of no value unless we 
know how many were doing their former type work pre- 
ceding the operation. If they were already doing the work 
when you operated and they have gone back to the same 
work, the operation has not necessarily put the patient back 
to work. 

Of the 310 patients upon whom they were able to get a 
followup, 141 are still having pain and 169 are reported 
as free from pain. How many of these patients would have 
been free from pain without the operation? In asking this 
question the operation is not necessarily being condemned. 
It is a well-established procedure and is one that should be 
carried out without hesitancy when indicated. However, at 
the same time, in analyzing statistical results one must 
always keep in mind that many of these patients improve 
without surgery. Regardless of this possibility, the surgery 
when indicated should not be postponed. 


Dr. R. J. Hobbs, Birmingham, Ala—I should like to ask 
the criteria used for the primary fusion. 


Dr. Herbert W. Virgin, Jr., Miami, Fla—I notice that 
the authors of this paper included fifteen cases described by 
them as “not discs” in their series, and I wonder how they 
were justified in including these cases since they were not 
discs in the first place, and all got well. Fifteen were not 
discs, so it would upset the statistics if these authors properly 
excluded that particular group of cases. 


Statistics upon this subject throughout this country vary 
widely ; from 50 per cent good results in some men’s hands 
as reported, to 97 per cent good results in other men’s 
hands. We must arrive at a satisfactory means of classifying 
our cases, so that our statistical reports are based on a 
common ground. Whether or not the cases are true discs, 
whether or not they are diagnosed by one or more men in 
a group, whether they are diagnosed as “flat discs,” “slightly 
bulging discs,” “rounded discs,” will make a great difference 
in the statistical end results. When does a disc become a 
pathologic disc, and when does a disc become a producer 
of pain, and disability? What constitutes disability before 
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surgery, and what constitutes disability after surgery? The 
same factors should constitute disability, both before and 
after surgery, but I note some men use different criteria for 
disability after surgery, from what they use prior to their 
own, surgical procedure. 

I should like to ask: in what position did these authors 
operate upon their patients, and how did they search for 
discs during surgery? Did they change the position of the 
patient after he was opened up and on the operating table, 
to attempt to produce bulging of the disc by changing the 
lumbar curve? If not, I believe their statistics will be 
thrown off because they missed several discs that clinically 
were positive, but were not found surgically. 


Dr. J. A. Freiberg, Cincinnati, O—What we do not know 
about the good results in discs, is what happens to the 
nerve root following surgery. Unfortunately, the only nerve 
roots we see following initial surgery are those reoperated 
upon. In a very high incidence, in reoperated cases, we see 
extensive fibrosis about the nerve roots. We know physi- 
ologically that in those who do vigorous exercises, the nerve 
roots, as well as the spinal cord, move in the foramen and 
in the spine. It has been suggested that the disc unsuccess- 
fully operated upon has postoperative adhesions about the 
nerve root and this causes the pain. 

In a few cases in which a definite disc was found, and 
there was residual pain in the leg, particularly on function, 
I found that if the patient carried out strenuous stretching, 
which causes more pain, the pain eventually was relieved, 
presumably by stretching adhesions about the nerve root. 

I should like to know from Dr. Key whether in the cases 
he has reoperated, he has found the usual high incidence of 
fibrosis around the nerve root, apparently replacing the 
ligamentum flavum which we have previously taken out. 

I enjoyed particularly the comparison of statistics be- 
tween the disc results and the knee results, because, as 
medical men, I believe we all accept the fact that our knee 
results are satisfactory. Comparing the per cent of good 
results following knee surgery and the per cent of good 
results with the disc series, the latter was higher. 


Dr. A. R. Lutz, Parkersburg, W. Va—1 should like to 
ask Dr. Key what program he has for rehabilitation in 
these cases. 


Dr. R. O. Joplin, Louisville, Ky—I should like to ask 
what type of conservative treatment the authors use for 
these patients and the length of time they are treated con- 
servatively before operation is tried; and also the percentage 
of cases treated conservatively in comparison with the 
operations. 


Dr. Rufus H. Alldredge, New Orleans, La—lI should like 
to ask Dr. Key and his associates what percentage of these 
patients were psychoneurotics; and if they classified them 
in two groups, as psychoneurotics and nonpsychoneurotics, 
what his results were in each of the groups. If these figures 
are not known, will he give his opinion as to the results of 
surgery of this type in psychoneurotic persons. 

On the basis of one famous report, we have been led to 
feel that we should classify them on that basis in every 
case before treatment is started. We have watched this 
now for over a year and feel that probably something can 
be learned from that type of study. 


Dr. Key (closing) —We have not noted that our failures 
were at a particular level. Probably, however. one finds 
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more in the fourth than the fifth, because certainly the 
operative procedure is less satisfactory at the fourth dise. 
The canal is narrower and seems, at least to me, to be 
deeper, the nerve root is smaller, and the laminae are larger, 
and sometimes I have to take out about a third or more 
of the inferior articular facet of the fourth lumbar vertebra 
in order to expose the disc. I do not hesitate to do that. 


With our primary fusions, the failures were a good deal 
higher than in any other group. Patients were fused because 
at the time the operator felt that his disc operation had not 
found and relieved the cause of pain. That is the only reason 
indeed that I know for doing a primary fusion in a disc 
operation. 

In Rochester, Minnesota, I believe they are now fusing 
over 40 per cent of their disc cases. They do it for every 
conceivable reason, none of which seems to me adequate. 


Why do we use a local anesthesia? As Dr. Odell remarked, 
the disc operation may be one of the most difficult in 
surgery and I do not like to hurry. I am not a very fast 
operator, and sometimes it takes me two hours. In our 
hands, local anesthesia is safer. 


It is true that some of the patients we operated upon 
would have gotten well without operation. However, we 
believe that the percentage is relatively small and many of 
these cases are operated upon because they do not want to 
be handicapped by their backs. They tell you that they 
want to engage in athletics, or do work that requires labor, 
and they want an operation which will permit those things. 
A number of our patients whom we considered failures were 
glad that they had had the operation. Less than ten per 
cent of our patients were sorry that they were operated 
upon. 

Our best results came from those who had a complete 
disc extrusion, with the typical clinical picture, and that 
is what we would expect, and that is the type that neuro- 
surgeons operate upon. They turn the borderline cases back 
to the orthopedic surgeon and say, “We do not think this 
man has a disc. You go ahead and treat him conservatively. 
He is not a neurosurgical problem; he is an orthopedic 
problem.” That is one reason I started to do my own discs. 


We should like to operate during the acute phase of the 
disc. Unfortunately, we have not a setup like Dr. Baker. 
We are not Caesars in our house, and we take a room in 
a hospital when we can get it, and perhaps after four 
weeks or more, so I cannot tell a patient because he has 
acute low back pain, that I will take him to the hospital. 
I have to say, “We shall treat you conservatively, and, if 
this thing does not clear up, then we will consider surgery.” 


How long do we treat them conservatively? It depends 
upon the patient and the severity of the symptoms, and 
rarely can we get such a patient in as an emergency. We 
give them support, rest, sedatives, postural exercises, and we 
manipulate them, usually without an anesthetic, and some- 
times we put them to bed with traction, and we give them 
time. I think of the above, the most important is time. The 
longer the time you give them, the more patients recover 
without surgery. 

Of course, many of them recur. Many of our patients 
have recurrent discs, but I know of nothing new that has 
come out for the conservative treatment of discs, and I 
know of no criteria by which you can say one patient 
should be treated three months and another should be 
treated three weeks, or six months. 
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I think Dr. Joe Barr said no patient should be operated 
upon unless he has been given at least three months con- 
servative treatment. But, if a man is confined to bed with 
severe pain and you are able to relieve his pain only with 
large doses of morphine, and if you keep him there three 
months in that situation when you can relieve him by 
operation, I think that is almost criminal. After a few days 
of that, one should operate upon him. Some of them are in 
that situation. 


Now as to the criteria for primary fusion, I do not know 
any. I do not fuse them. Most of our fusions were done 
early in the series. I have become more and more in favor 
of attempting to relieve pressure upon the nerve, and I 
have not fused one primarily in quite a long time. 


We have not explored most of our spondylolisthesis cases. 
Most of them do not have sciatica and we fuse them with- 
out exploring the canal. 


The large percentage of failures (about 15 per cent), 
three or four years ago, I think was due to the fact that 
I had been back to Baltimore and spent some time with 
Dr. Dandy and I let him impress me with the frequency of 
multiple discs, and I took out more than one disc in quite 
a high percentage of patients. In other words, a large 
leeway is permitted the surgeon as to whether or not a 
disc is pathologic. You may find two or three discs, all of 
them bulging a little bit, or a moderate amount, and the 
nerve root not adherent to any of them, and you do not 
know which one to take out, or how many. During those 
two years, I was taking out everything that looked bad 
and removal of an innocent disc may cause trouble later. 
Now I am very frequently backing out and taking out none, 
simply leaving the nerve roots as free as possible, and I 
think that this is one of the important factors in improving 
our results. 


In all of the cases upon which I have reoperated, 
whether or not they have been fused primarily, there have 
been adhesions around the nerve root, and I think that 
some of them have had fibrosis within the nerve. 


Psychoneurotics undoubtedly occur among our failures. 
We have tried to evaluate them on that basis. They are 
the ones who make you operate upon them. They have 
small bulging discs. They are the patients who have com- 
plained, especially women, over a period of many years. 
They will tell you they have had a backache for ten years 
and are not going to live with it any longer; they are tired 
of it. On the other hand, some of our best results come 
from that type of patient. 


I operated upon a woman who was in bed three years. 
I could not find anything wrong, so I did a complete 
laminectomy of the fourth and fifth and backed out, and 
she got a beautiful result. She is one of the best advertisers 
I have. She is completely cured. I do not know what to 
do about that type of patient. 


Rehabilitation methods we rarely use. If the operation 
does not cure our patients, they do not get well. I have 
used stretching exercises as well as every other sort of con- 
servative treatment in our failures, but with small success. 
Ordinarily, we let them out of the hospital in about eight 
or ten days, with or without a low back brace or corset, as 
they need it, and tell them to increase their activities as they 
are able to, and get back to work as soon as they feel that 
they can do so. 
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DACRYOCYSTORHINOSTOMY: THE 
EXTERNAL APPROACH* 


By Marion W. HEster, M.D. 
Lakeland, Florida 


Dacryocystorhinostomy has long been regarded 
as a difficult and lengthy operation, especially by 
ophthalmologists. It need be neither difficult nor 
lengthy. A competent operator, after having done 
the procedure three or four times, should feel capable 
of doing the operation moderately well. He should 
by that time be able to perform the operation in an 
hour or less. 


As to the reward for doing the operation, I know 
of no surgical procedure which gives consistently 
better results or any operation which is more uni- 
formly pleasing to the patient. A person who has, 
for months or years, had to endure tearing and pus 
is immediately relieved and, naturally, he feels 
grateful. There is marked difference in the gratitude 
of the patient who has had a dacryocystorhinostomy 
and the patient who has had a tear sac removed. 
When a lacrimal sac has been extirpated, the in- 
fected sac and pus may be gone but a certain amount 
of tearing remains. The patient is never really com- 
pletely satisfied with this condition. 

The first use of the operation dates far back in 
medical history. Evidence shows that attempts to 
make a new passageway for draining tears into the 
nose were made shortly after the time of Christ. 
Celsus, and Galen a century later, made efforts to 
create such a new passage. In the early eighteenth 
century Woolhouse, an English surgeon, operated 
to make an anastomosis between the cavities of the 
lacrimal sac and the nose. Yanes! credits Platner 
with the first written report of dacryocystorhi- 
nostomy in 1724. Following these early attempts 
little was done with the operation until Toti? pub- 
lished his technic in 1904. West! reported his intra- 
nasal operation in 1911. Ohm! in 1912 was the 
first to suture flaps of mucosa to each other. Dupuy, 
Dutemps and Bourguet! described their method in 
1920. In 1926 West’* reported 1,600 operations 
with 90 per cent cures. Other operators had re- 
ported several large series by that time, always with 
a high percentage of success. Despite these favor- 
able results the profession did not quickly adopt 
the advance. Until a short time ago, even in leading 


*Read in Section on Ophthalmology and Otolaryngology, Southern 
Medical Association, Forty-Third Annual Meeting, Auspices Campbell- 
Kenton County Medical Society of Northern Kentucky, held in Cin- 
cinnati, November 14-17, 1949. 
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medical centers, more tear sacs were being removed 
than were given the benefit of dacryocystorhi- 
nostomy. No doubt the delay in acceptance of such 
a good operation was due in part to the confusion 
created by rival claims of superiority of the external 
operation on the one hand, and the intranasal ap- 
proach on the other. Another probable reason is 
the apparent technical difficulties of the operation. 
Whatever the cause of the delay, that period is 
certainly past. 


The tremendous advantages of the anastomosis 
operation over the older method in which the tear 
sac is removed are definitely established. The opera- 
tion in most instances re-establishes normal drainage 
of tears from the conjunctival sac. Pus and mucus 
disappear from the lacrimal sac almost from the 
time of the operation. West*> in 1931 with cultures 
showed that pathogenic bacteria disappear from the 
conjunctival sac in two or three days after opera- 
tion. He also cited Mattice of the Axenfeld Clinic 
who found the pneumococcus in 43 per cent of cases 
after extirpation of the lacrimal sac, some as long 
as several years later. The bacteriology of ob- 
structed sacs is usually given as an infection by the 
pneumococcus, staphylococcus or streptococcus in 
that order of frequency. According to Garfin* a 
series was reported by Rollet and Bussy showing 
the presence of the pneumococcus in 60 per cent, 
the staphylococcus in 20 per cent, the streptococcus 
in 10 per cent, the tubercle bacillus in 6 per cent 
and various organisms making up the remaining 
4 per cent. 


When the etiology is discussed it is often claimed, 
particularly by rhinologists, that obstruction of the 
lacrimal passageways has its origin from pathology 
in the nose and accessory sinuses. Garfin* says that 
sinusitis and chronic nasal inflammation account for 
78 per cent and that trauma and other conditions 
are responsible to a less degree. Ophthalmologists 
are not in entire agreement with this. At the time 
the cases come to operation, more often than not 
most cases show only minor nasal disease, if any. 
This will in a few cases require correction before 
a sac operation is done. 


The major indication for the operation is obstruc- 
tion in the lacrimal sac or the nasolacrimal duct. 
It is also advisable after dacryocystectomy, if part 
of the sac remains, or if the lower punctum and 
lower canaliculus are present and normal. In case 
only the canaliculus remains this can be successfully 
operated upon following the method described by 
Arruga.> There are no age limits for dacryocystorhi- 
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nostomy, good results being reported at from 4 to 
76 years. 

Contraindications are malignancy or other in- 
curable disease of the sac, such as tuberculosis or 
actinomycosis. Other conditions which do not con- 
traindicate operation but which should cause it to 
be postponed are acute dacryocystitis and extensive 
nasal disease. These conditions should abate or be 
remedied before operation is done. It has been 
stated that the intranasal operation can be done 
when the sac is acutely inflamed. This might be 
considered one advantage of the intranasal technic. 
It is more likely that a higher percentage of success 
could be achieved in the absence of acute inflamma- 
tion, whatever the method used. 


The most commonly used operations are: 


(1) The West intranasal operation or its modifi- 
cations. In this operation the lateral nasal wall adja- 
cent to the lacrimal sac is removed by an intranasal 
approach. After exposure of the medial aspect of 
the sac, this wall of the sac is removed allowing it 
to open into the nose. Frequently an intranasal 
operation must be preceded by a submucous resec- 
tion and removal of the tip of the middle turbinate. 
Many writers express the belief that this type of 
operation is more apt to fail than the external opera- 
tion with suturing of flaps because of early closure 
of the opening by granulation tissue or by later bony 
closure. 

(2) The Toti-Mosher operation in which the ap- 
proach is through an external or skin incision. A 
bony opening is made into the nose medial to the 
sac and the nasal mucosa and medial wall of the 
sac are removed in this area. Mosher® stated that 
the operation if properly done should be successful 
in 90 per cent of cases. 

(3) Transplantation of the severed end of the 
sac is another popular method. The sac is cut at 
the junction with the nasolacrimal duct and the cut 
end is carried through an opening into the nose. 
Gifford? reported 105 cases in which the operation 
Was performed by this method. In 78 per cent this 
procedure was successful, in 9.5 per cent it was 
partly successful, and in 13.5 per cent it was a 
failure. 

(4) Probably the most widely used of all tear 
sac operations is the Dupuy-Dutemps procedure. 
My description will be confined almost entirely to 
this type of operation. 


TECHNIC 


The anesthetic depends on the surgeon’s prefer- 
ence and the patient’s temperament. Local infiltra- 
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tion combined with topical anesthesia is extensively 
used. In my experience general anesthesia seems 
preferable. Of general anesthetics, intravenous so- 
dium pentothal® is the one of choice for adults and 
older children. Ether anesthesia is used in younger 
children, the anesthetic being given through a 
catheter or an airway. 
The incision begins at the level of the inner 
canthus or slightly above and extends down for 2 
to 2% cm. It passes straight down and is 1 cm. 
medial to the inner canthus. The first stroke of the 
knife carries the incision through the periosteum 
down to the bone of the nose. A self-retaining 
lacrimal sac retractor is inserted and spread well 
apart, which helps to control the bleeding. An 
assistant keeps the field free of blood by the constant 
use of a nasal or brain suction tip. If larger vessels 
are encountered they are clamped and ligated. For 
the general bleeding, which is present in every case, 
the suction will be found adequate. The operation 
will be speeded considerably if this oozing is left 
to the assistant while the operator proceeds with 
the surgery. The periosteum in the depth of the 
incision is elevated into and over all the extent of 
the lacrimal fossa. This automatically locates the 
sac. Little more soft tissue dissection is required 
other than preparation of the flaps. Using this 
method a minimum of soft tissue dissection is neces- 
sary. No soft tissue is removed and anatomic rela- 
tions are little disturbed. One is not so apt to 
encounter many large vessels as when dissecting out 
the whole sac. The work on the sac can usually be 
done without cutting the canthal ligament. If cut- 
ting the ligament is necessary, this is done without 
fear of ill result, but care is taken to resuture it in 
the proper position. The initial opening in the bone 
can be made with a burr but it has been observed 
that the nasal mucosa is much more likely to be 
torn by this method. It is better to make the first 
opening with a gouge and mallet. Successive layers 
of bone are removed from the lacrimal crest until 
the nasal mucosa is seen. This opening is enlarged 
with a curette until it will admit a Kerrison or 
Citelli rongeur. The window should be 10 to 15 mm. 
horizontally and 15 to 18 mm. vertically. This is 
roughly the size of an elongated dime. The opening 
should extend down and forward as much as pos- 
sible. This direction will promote better drainage 
through the new passages, make the operation easier 
to perform, and tend to avoid the middle turbinate 
and ethmoid cells. If ethmoid cells are encountered, 
they are easily removed in the process of making 
the bony window. Vertical incisions are made in 
the lacrimal sac and the nasal mucosa. Horizontal 
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cuts are made at each end of the vertical incisions 
so that completed openings have the shape of a 
capital I. Before making the opening into the nose 
all bleeding should be stopped. This can be done 
by packing a pledget wet with epinephrine or one 
of the new absorbable hemostatic agents® against 
the bleeding point. If the nose is packed on the 
elected side preceding the operation, not so much 
precaution need be taken in stopping the bleeding. 
Care should be taken not to traumatize the mucosa 
by sucking the flaps into the end of the suction tip. 
The posterior nasal and sac flaps are joined with 
two interrupted sutures of 000 chromic catgut. This 
is best accomplished by using small needles with a 
short radius of curvature, such as that of Davis and 
Geck number C 269. The anterior nasal and sac 
flaps are united in a like manner. The subcutaneous 
tissues are pulled together with sutures of plain 
catgut. The skin is usually closed with interrupted 
black silk sutures and a pressure bandage is applied. 
Half of the sutures are removed in forty-eight hours 
and the remainder in seventy-two hours. No suture 
scar results. A subcuticular stitch may be used if 
desired. 


Penicillin is given intramuscularly for two or three 
days postoperatively. The wound heals with much 
less tissue reaction than when penicillin is not 
used. The dressing is left off after three to four 
days and the patient is given penicillin solution to 
use as eye drops every three hours. The lower 
punctum is irrigated in a week, mostly to show the 
patient and the surgeon that the passages are open. 
There is no other postoperative care unless com- 
plications develop. Usually if there is a failure it 
will be evident in a week. 


Reported results vary somewhat but in all series 
are consistently good. From an extensive review 
of the literature the percentage of success is con- 
sistently higher in the operation in which nasal and 
sac flaps are united by sutures. Hallum? reported 
sixty cases done by the Dupuy-Dutemps method 
with only two failures. He also reported an interest- 
ing addition to the technic. Two other cases in his 
series were not successful in relieving tearing be- 
cause of slit or dilated puncta. A punctarraphy was 
done on each of these two cases with relief from 
tearing. This consisted in removing the epithelium 
from the rim of the punctum in its lateral portion 
and suturing these bare surfaces together with a fine 
silk suture. The same author says that Dupuy- 
Dutemps and Bourguet reported more than 1,000 
cases with 94 per cent success. Averback and 
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Ivanova!® .reported 1,200 cases in 95 per cent of 
which there was relief from tearing. Arruga® re- 
ported a large series with 95 per cent success. 
Rychener!! reported a series of moderate size with 
100 per cent success. In my small series of 14 
cases there have been no failures. One case pre- 
viously counted a success in a preliminary report!? 
in 1948 now says that he has pus and tearing occa- 
sionally, but only when he has a cold. In another 
small series with which I was associated, there was 
1 failure; this was due to faulty operative technic. 
Some of the failures must be laid to incorrect 
diagnosis. Care must be taken not to operate in 
cases of epiphora that are due to some cause other 
than obstruction in the lacrimal sac or beyond. In 
cases with tearing arising from other causes such as 
an everted punctum or an obstructed canaliculus, 
cure will not be effected by dacryocystorhinostomy. 
Faulty operative technic is another possible cause 
of failure. Undue trauma to the mucosal flaps, sac 
and canaliculi should be avoided. A bony window 
too small or improperly placed can be the cause of 
failure. Postoperative tissue reaction and granula- 
tion tissue formation are less when penicillin is used 
after the operation. In other cases failure can be 
avoided by not operating in the presence of too 
much pathologic change within the nose, preferably 
waiting until that condition has been corrected. 


CONCLUSIONS 


(1) Dacryocystorhinostomy is preferable to dac- 
ryocystectomy except in rare instances. 

(2) The operation is successful in a high per- 
centage of cases when properly done by any one of 
several methods. 

(3) Consistently more successes are reported 
when sutured mucosal flaps are used. 

(4) The operation can be performed by any 
capable eye or ear, nose and throat surgeon. 


SUMMARY 


The history of the development of dacryocys- 
torhinostomy is given. Indications and contraindi- 
cations are described. The most commonly used 
operations are listed and the Dupuy-Dutemps pro- 
cedure is described. Results in several series are 
summarized. Causes of failure are discussed. 
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DISCUSSION (Abstract) 


Dr. William B. Clark, New Orleans, La—Chronic dac- 
ryocystitis is not a sight-endangering disease, nor is it a 
disabling disease, but it can make a patient extremely un- 
comfortable and unhappy. Very often, it is a disease of 
long standing, and the patient, as Dr. Hester says, is very 
grateful for any improvement, even if it is the limited 
variety furnished by simple removal of the tear sac. 

There seems no good reason, however, why the patient 
should not have the better deal, such as is furnished by a 
more complete procedure, and dacryocystorhinostomy by 
the external approach is an excellent operation for the 
purpose. I should like to emphasize a few of the points in 
its performance which Dr. Hester has already mentioned. 

One point is the obvious one that better results are more 
easily secured if the operation is performed in a favorable 
field, that is, in a field free from acute infection and 
preferably free from chronic infection too. This is not an 
emergency procedure, and infections are so rapidly cleared 
up today under antibiotic therapy that a delay for admin- 
istration of penicillin (or for the use of whatever other 
measures may be indicated) is not only justified but indi- 
cated. 

As to anesthesia, Dr. Hester mentions his satisfaction 
with sodium pentothal® by the intravenous route. I have 
not yet used curare in this operation, but my associates and 
I have had such excellent results with combined anesthesia, 
sodium pentothal,® local analgesia and curare, that I am 
wondering whether the same method would be effective for 
dacryocystorhinostomy. If the patient were amenable, it 
might even be that a combination of local and topical 
anesthesia, with curare, would be adequate. Reduced bleed- 
ing associated with this local anesthesia might make it 
easier to work close to the crest of the lacrimal fossa. This 
would reduce the danger of entering the ethmoidal air sinus. 

One should always keep in mind that we may have to 
convert to a modified Toti procedure, which can be done 
by threading a large silk or nylon suture through the lower 
canaliculus and tear sac. It is drawn through the wall of 
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the sac and through the hole in the nose, then out and 
fastened as a continuing suture on the cheek. It can be 
taped there and moved by the patient two or three times 
daily until the tract has become completely epithelized. 


There is also a rhinostomy lamp devised by the plastic 
surgery department of East Grunstead and Park Prewett 
Hospitals. It is an instrument I have never used, but I 
believe it could be used for a dacryocystorhinostomy as a 
transilluminator by placing the bulb at the anterior edge 
of the middle turbinate. This would make direct inspection 
possible, and one could mark the exact site for the window 
in the nasal wall, thus alleviating the dangers of most 
mistakes made doing this type of procedure. 


Another procedure worthy of mention, is controlling the 
flow of tears by severance of the expiratory ducts of the 
lacrimal glands, as recommended by Jameson. This, of 
course, should be preserved for the older patient group 
because it tends to produce an artificial keratoconjunctivitis 
sicca. 

The anatomic criterion of the success of dacryocystorhi- 
nostomy by the external approach is, above all else, ability 
to irrigate the newly formed canal and to observe a free 
blow of the fluid. The clinical criterion, the patient’s 
opinion of what has been done for him, is perhaps less 
scientific, but extremely practical, and I know from my 
own experience that the patient who is relieved of a trouble- 
some dacryocystitis, which may have persisted for years, is 
usually a very grateful patient indeed. 


Dr. Oscar Wilkinson, Washington, D. C.—The intranasal 
operation is easily done, with very few instruments, and 
anyone who is used to nasal surgery can do it in thirty 
minutes. 


Formerly I tried to preserve the mucous membrane, but 
lately not. The entire nasal portion of the sac is exposed 
by making an incision about a centimeter long and pushing 
the mucosa back. Just a tap or two with a chisel will 
remove the nasal bone, and with a sharp curette a large 
opening at least a centimeter wide and as long can be made 
in a few minutes. The larger the opening, the better. 


An incision is made in the sac vertically, anteriorally, and 
with a Miles’ punch forceps the entire nasal side of the sac 
is punched out. A sharp curette will then enable you to 
clean up the edges in all directions. 


I usually cauterize the edges of the mucosa in order to 
keep down early granulations. There is no after treatment, 
except that you may irrigate the sac once or twice a week. 
If a little granulation forms in the operating area within a 
week or two, that should be cauterized. 


The procedure appeals very much to the ladies who object 
to a scar, and it is a good operation. 


Dr. Hester (closing) —I did not intend to leave the im- 
pression that there is no scar from the external operation. 
I said there would be no suture scarring if the sutures are 
removed early enough. There is a scar in the line of in- 
cision of course. Usually it is faint and in some cases it 
can hardly be found after passage of time. I have seen no 
case in which the scar was noticeable enough to be objec- 
tionable to the patient. 
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THE TREATMENT OF THE PREMONITORY 
SIGNS AND SYMPTOMS OF MENIERE’S 
SYMPTOM COMPLEX* 


By Rosin Harris, M.D. 
Jackson, Mississippi 


This short dissertation is entirely from a practical 
relieve-the-patient standpoint. 

Vertigo, deafness, and tinnitus make up the 
symptom complex usually termed Meniere’s disease. 
The condition I have in mind and will try to present 
to you, presents two of these symptoms: usually 
vertigo and tinnitus but they can be tinnitus and 
deafness. The latter is rare. 


In this condition as well as Meniere’s symptom 
complex, I find the caloric test of no value. The 
vertigo is transient and the patient does not fall. 
He or she may have to catch something to steady 
himself in space. He may complain that objects 
whirl when he turns over in bed or suddenly arises, 
both especially noticeable on first awakening in the 
early morning. The tinnitus always present in these 
cases is not extreme as a rule. The tinnitus, usually 
noticed more in one ear, is frequently present in 
both. The noise is usually a roaring sensation and 
the hearing is normal or near normal. When the 
hearing is not normal there is a drop on low sounds 
from ten to twenty decibels and sometimes a dip 
for extreme high sounds. 

I have found this condition present in the twenty- 
thirty decade and less in the thirty-forty decade. 


Older individuals who can evaluate their symp- 
toms usually give a history of tinnitus and “dizzi- 
ness” long before deafness more or less suddenly 
appears in one ear. When this more or less sudden 
deafness takes place the patient finds that a marked 
forgetfulness follows. 


Treatment.—I have found niacin and nicotinic 
acid of no value. Rarely has the salt free diet and 
ammonium chloride helped. The treatment that does 
give relief is histamine diphosphate 2.75 mg. in 250 
cc. normal saline solution given intravenously at 
the rate of 20 to 40 drops per minute daily for 
twelve to fifteen days. This treatment is followed 
by a daily subcutaneous dose of histamine phos- 
phate (1 mg. per cc.). The maintenance dose is that 
which gives the patient a slight flushing of the face 
and a slight fullness at the base of the skull. This 
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dose ranges from 0.2 to 0.4 mg. The younger in- 
dividuals do not require such large doses as the 
older. The patient is taught to give himself the 
hypodermic after the maintenance dose has been 
found. 


I have not recommended that anyone stop the 
daily dose of histamine phosphate. Many have 
stopped of their own accord after a period of from 
six months to two years to find that they were 
symptom-free; and they have largely remained 
symptom-free. A few have stopped and after a 
while returned requesting that their regime be 
begun all over again. They found that they were 
happier when symptom-free. 


In giving histamine I have found the skin test 
worthless. The administration of histamine diphos- 
phate intravenously is always an office procedure. 


Case 1.—Mrs. J. B., age 33 years, a young widow, had 
dizziness but complained more of a feeling of uncertainty 
and insecurity. She was nauseated at times and the dizziness 
was apt to come many times a day. A physician had ad- 
vised that she go to a sanitarium for “nerves.” Her two 
children were in the preventorium because she felt unable 
to care for them. Histamine was started in January 1945. 
After the first month of treatment she was well able to care 
for herself and her children. She is well and appreciates 
having missed the psychopathic hospital. Frequently she 
has tried a maintenance dose of histamine every other day 
but has had to go back to daily administration because of 
slight return of symptoms. 


Case 2.—Miss J. M., age 22 years, was first seen on April 
16, 1949, with a history of roaring and popping in both 
ears, not constant. Both eustachian tubes inflated well. 
She also complained of being dizzy and an inability to walk 
well at times. Intravenous histamine diphosphate was begun 
on April 26, 1949. Eight doses were given and the patient 
was relieved of symptoms. Histamine phosphate 0.25 mg. 
was prescribed daily by hypodermic and she remained free 
of symptoms until May 26, 1949, when symptoms returned. 
She was given nine additional doses of 2.75 mg. of histamine 
diphosphate intravenously and was relieved. After a month 
I was called by a relative of the patient who said that she 
had an acute attack of vertigo and was confined to the bed. 
This time she fell into the hands of a neurosurgeon and I 
have heard no more from her. I am not certain that she 
continued her histamine phosphate by hypodermic after 
either the first or the second series of intravenous injections. 


DISCUSSION (Abstract) 


Dr. W. W. Wilkerson, Jr., Nashville, Tenn.—There is 
dissension as to the site of the lesion in this disease. Whether 
you believe as Fuerstenberg, that it is in the end organ of 
the eighth nerve, or with the men who think it is the nerve 
stem, or the brain, or a combined central and peripheral 
lesion, the area involved is small. Changes so slight as to 
produce no symptoms in many other parts of the body, may 
here produce catastrophic disturbances. 


In Meniere’s symptom complex as in other diseases the 
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etiologic factor must be determined when possible in order 
properly to evaluate and treat the condition. 


Many causative factors, such as allergies, toxic conditions, 
endocrine disturbances, sodium or potassium metabolic im- 
balance, water imbalance, and so on, are recognized. Yet 
factors such as the season, humidity and geographical loca- 
tions may play a part in the etiology and treatment. 


That this disease is obviously a peculiar entity is proven 
by the fact that Williams, Fuerstenberg, Dederding, Barany, 
Wright and Horton relieved from 80 to 96 per cent of their 
patients each with entirely different treatment. 


In searching for the etiologic factor, like Dr. Harris, I 
find the examination less important than the history, al- 
though the examination is important. Hoople’s rather recent 
article on the examination in these cases is worth reading. 


In addition to the routine otologic examination, a dental 
and general physical examination including serologic study 
and blood chemical tests, have been of value in determining 
the etiologic factor. 

The relief of those cases of Meniere’s disease due to physi- 
cal allergy can best be obtained by combining several forms 
of treatments using ammonium chloride, rutin and ascorbic 
acid, vitamins, histamine or nicotinic acid as the vasodilating 
drug, and the restriction of sodium salts. Concurring with 
Schem’s theory, I rarely restrict the intake of fluids. 

Abnormalities of water metabolism occur more frequently 
during the menstrual period in the female. In these cases, 
cortical extract and estrogenic substances are of value. Males 
may be benefited by cortical extract and male hormones. 

The histamine diphosphate therapeutic regime outlined 
by Dr. Harris is excellent. In the early cases, subcutaneous 
injections are usually quite satisfactory. Though the essayist 
and allergists disagree, histamine skin tests in my hands have 
proven to be of some value. 

In treating early cases of Meniere’s symptom complex with 
histamine we use a solution containing 0.275 mg. of his- 
tamine diphosphate to the cc. These patients are given 0.05 
cc. of the above-mentioned solution at the first dose. Injec- 
tions are given every day or every other day increasing the 
dosage 0.05 cc. at each injection until 1 cc. has been given. 

Should the patient develop a reaction following any in- 
jection the next dose is reduced 50 per cent, after which 
we continue increasing the dosage as before. 


The patient is placed on a maintenance dose of histamine 
diphosphate of 0.5 cc. every week, two weeks, or monthly 
as required, after the regular course of therapy has been 
completed. 


When giving this drug I would caution you to have 
epinephrine ready for injection should the patient react 
unfavorably. 

Benzedrine 5 mg., ephedrine 50 mg., by mouth, large 
doses of atropine sulphate, or epinephrine one to one thou- 
sand, 0.5 to 1 cc. given subcutaneously frequently terminates 
the crisis in the disease. The use of tobacco should be pro- 
hibited. Although I have used it in just a few cases, I 
believe that dramamine may prove of value in relieving the 
symptoms of Meniere’s disease. 

We must rely on biochemistry to solve many of our 
present-day problems in Meniere’s symptom complex. 

I shall digress a bit in closing. The terminology in 
Meniere’s disease is almost as complicated as the disease 
itself. The terminology is built largely around the symptoms 
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rather than the etiology. Would it not be beneficial and 
logical to class this group of diseases under one name, 
Meniere’s disease, or endolymphatics hydrops, using a prefix 
to denote the cause. The internists do this with pneumonia. 
It is always referred to as pneumonia, with a prefix denoting 
the etiologic factor, such as virus pneumonia. In the same 
manner we could describe certain cases, etiologically, as 
toxic Meniere’s disease. 


Dr. Elbyrne G. Gill, Roanoke, Va.—Since Dr. Horton of 
the Mayo Clinic published his paper in 1939, histamine has 
been one of the most useful and valuable drugs we have 
in our clinic. 

In treating Meniere’s syndrome we should always have 
in mind the possibility of a number of factors: first, systemic 
conditions. Any patient should have the benefit of a careful 
physical examination and a neurologic examination before 
treatment is instituted. There is also a psychogenic factor 
in many cases. 

Success obtained with the use of histamine depends upon 
how it is given. It is not the histamine itself, but largely 
the manner in which it is administered. I should like to 
emphasize what Dr. Wilkerson said in reference to the 
maximum dose. A person should never be given enough 
histamine to produce a reaction. Should this occur the next 
dose should be reduced one-half. What is a maximum dose 
for one person may not be the maximum dose for another 
person, and after the maximum or maintenance dose is 
reached, this should be repeated every day until the patient 
is symptom-free. Then it should be administered two or 
three times a week for several weeks, after which the dose 
is gradually tapered off. 


Dr. Harris (closing) —I believe Dr. Wilkerson means 
“action” instead of “reaction.” There is no reaction to 
histamine. It is purely action; nothing afterward. 

Nicotinic acid and nicotinamide do not dilate the blood 
vessels inside the bony cranium. They dilate the blood 
vessels on the outside, at the base of the skull, so I do 
not see how they could be of any value in this condition. 


A COMPARATIVE STUDY OF CERTAIN 
VASOCONSTRICTORS ON THE DURATION 
OF SPINAL ANESTHESIA WITH PROCAINE* 


By Henry E. KretcuMer, M.D. 
and 
Joun ApriANI, M.D. 
New Orleans, Louisiana 


Although numerous reports of the effect of vaso- 
constrictor drugs on the duration of spinal anes- 
thesia have appeared, few data based upon con- 
trolled studies in human beings is available. In a 
study by Bray, Katz and Adriani,! the effects of 


*Read in Section on Anesthesiology, Southern Medical Association, 
Forty-Third Annual Meeting, Auspices Campbell-Kenton County Medi- 
cal Society of Northern Kentucky, held in Cincinnati, November 14-17, 
1949. 


*From the Department of Anesthesia and Department of Surgery, 
Louisiana State University School of Medicine, New Orleans Louisiana. 
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epinephrine, ephedrine, neosynephrine® and oen- 
ethyl,® combined with pontocaine® or nupercaine® 
on the duration of spinal anesthesia in man were 
noted. No similar data is available for procaine. 
Inasmuch as procaine is one of the most widely 
used and serviceable anesthetics, it was felt that the 
study should be extended to this drug. 


It has been conceded that the addition of vaso- 
constrictor drugs to a local anesthetic agent increases 
and prolongs the duration of the block. Combina- 
tions of procaine and epinephrine have been used 
by many investigators, among them Owen Richards,? 
Freeman Allen,> Pitkin,* Romberger> and Prickett, 
Gross and Cullen. Other vasoconstrictors have been 
used by Potter and Whitacre,’ Ruben, Kamsler and 
Howell® and others. Pituitrin® which is not a 
sympathomimetic amine but has vasoconstricting 
properties has been reported by Stover.° However, 
in the above studies, certain variables were present 
which might influence the determination of the 
length of anesthesia. For example, most patients 
were premedicated or the level of anesthesia neces- 
sary to do the surgery varied from one patient to 
the next. Supplementary medication was employed 
to combat bradycardia, hypotension, nausea and 
other side effects. Then, too, comparisons were 
made between groups of similar patients rather than 
in the same patient as is done in the following study. 

A group of patients requiring spinal anesthesia 
two or more times for radium implantation for 
cervical carcinoma was available for this study. 
This group has proved ideal because the same pa- 
tient served as a control. Furthermore, they were 
all of the same sex in approximately the same age 
group, had the same disease and required anesthesia 
to the same level for the same procedure. 


METHOD OF STUDY 


In the previous study by Bray, Katz and Adriani! 
it was found that these patients were not unduly 
upset by the omission of premedication. The sensory 
examinations and the determination of the duration 
of anesthesia were facilitated because better coopera- 
tion was offered by the patient. Premedication, 
therefore, was omitted in this study also. Anes- 
thesia was induced by 75 mg. procaine in the control 
study and 75 mg. procaine mixed with a vaso- 
constrictor on subsequent occasions. The saddle 
block technic was used throughout. Injection was 
made at the fourth lumbar interspace. The patient 
was allowed to remain sitting for 30 seconds after 
the injection and then immediately placed in the 
supine position with the head sharply flexed by a 
pillow. Sensory examinations were made by noting 
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the presence or absence of pin prick sensation and 
comparing with sensation in unanesthetized areas, 
Blood pressure determinations were recorded at five- 
minute intervals. Both the onset and duration of 
anesthesia were observed. The time interval between 
the completion of the injection and complete loss 
of pin prick sensation is regarded as the onset of 
anesthesia. The time interval between the disappear- 
ance of pin prick sensation to its complete reappear- 
ance was regarded as the duration of anesthesia. The 
difference in time between the duration of anesthesia 
using procaine alone and procaine combined with a 
vasoconstrictor was noted in each case. 


RESULTS 


In the first series, observations were made in 
thirty-three patients. Each patient received 75 mg. 
procaine dissolved in 1.5 cc. of 10 per cent dextrose 
on one occasion. On a subsequent occasion, usually 
3 to 15 days later, 75 mg. procaine combined with 
0.375 mg. epinephrine in 10 per cent dextrose to 
make a volume of 1.5 cc. was administered. 


The onset of anesthesia averaged 4 minutes with 
procaine without vasoconstrictor, as compared to 
4%4 minutes when procaine was combined with 
epinephrine. The average duration of anesthesia 
using procaine alone was 58 minutes. The average 
duration of anesthesia using procaine combined with 
epinephrine was 94.9 minutes. The average increase 
in the duration of anesthesia in the latter case was 
65.3 per cent. These results follow the same general 
pattern observed by Bray, Katz and Adriani for 
nupercaine® and pontocaine,® combined with 
epinephrine. 

In the second series, observations were made in 
twenty-five patients comparing procaine alone with 
a procaine-ephedrine mixture. Seventy-five mg. pro- 
caine in 10 per cent dextrose was used in the con- 
trol and fifty mg. ephedrine was added to the anes- 
thetic mixture in the second instance. A volume of 
2 cc. was employed in each case. The average dura- 
tion was 55.32 minutes for the mixture compared 
to an average of 50.76 for the control. 


The average duration of anesthesia differs little 
in the case of the mixture as compared to the control 
being increased 9.7 per cent over the duration of 
anesthesia using procaine alone. It can be seen that 
ephedrine is not nearly so effective as epinephrine. 


Observations were made in twenty-six patients 
comparing the duration of anesthesia of procaine 
alone with a mixture of 75 mg. procaine and 10 
international units of posterior pituitary extract. In 
both instances a volume of 2 cc. was employed. 
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The average increase in duration of anesthesia was 
23.85 minutes or 54.3 per cent over the control. 

A similar study comparing the duration of pro- 
caine against the duration of procaine mixed with 
0.038 mg. levo arterenol® (nor-epinephrine) was 
made on twenty-five patients. With the latter there 
was an average increase of 23.9 minutes or 48.7 
per cent. 


In order of their effectiveness in prolonging the 
duration of anesthesia of procaine, the vasocon- 
strictors are epinephrine (65.3 per cent) pituitary 
extract 54.3 per cent, nor-epinephrine (48.7 per 
cent) and ephedrine 9.7 per cent. 


DISCUSSION 


The exact mechanism of prolongation of action 
by vasoconstrictor drugs is not known. One might 
postulate a synergistic effect between the anesthetic 
and the vasoconstrictor or an addictive effect be- 
tween an anesthetic property of the vasoconstrictor 
drug itself and that of procaine, or a retardation of 
absorption by the local vasoconstricting action of 
the drug added. 

Ruben, Kamsler and Howell® report two cases in 
which ephedrine alone was the anesthetic agent used 
for operations on the leg. They noted also spinal 
anesthetic effects from the subdural administration 
of oenethyl® and desoxyephedrine with question- 
able effects with epinephrine and neosynephrine.® 
This observation would lend support to the view 
that an additive effect occurs. However, the least 
prolongation of anesthesia was obtained with ephed- 
rine in this series. 

No systemic effects were noted from the intra- 
thecal injection of any of these vasoconstrictors. 
Likewise, no neurological complications were ob- 
served, though it must be admitted that this is of 
no significance because the series studied is small. 


SUMMARY 


Spinal anesthesia was induced in patients requiring 
several anesthesias. Procaine alone was used as the 
anesthetic agent the first time. In subsequent pro- 
cedures on the same patient either epinephrine, 
ephedrine, pitressin,® or levo arterenol® (nor- 
epinephrine) was added to the anesthetic drug and 
the effect on the duration of anesthesia was com- 
pared to the control. Anesthesia was prolonged sig- 
nificantly when epinephrine, pituitary extract and 
levo arterenol® were combined with the procaine but 
not when ephedrine was used. No neurologic post- 
operative sequelae were noted which could be 
attributed to any of the anesthetics given. No 
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significant systemic or pressor effect appeared to be 
exerted by any of the vasoconstrictor drugs used. 


REFERENCES 


1. Bray, K.; Katz, S.; and Adriani, J.: The Effect Ke Vasocon- 
strictors upon the Duration of Spinal Anesthesia: A Controlled 
Study in Man. Anesthesiology, 10:40-53 (Jan.) 1948. 

2. Richards, Owen: The Routine Uses of Spinal Anesthesia. Brit. 
Med. J., 2:1646-1652 (Dec. 23) 1911. 

3. Allen, Freeman: A Review of Ten Years’ Work in Anesthesia. 
Boston Med. & Surg. J., 165:976-981, 1948. 

4. Pitkin, G. P.: A Nonoxidizing Epinephrine to Prolong Spinal 
Anesthesia with a Subarachnoid ae Control. Anesth. and 
Anal., 19:315-329 (Nov.-Dec.) 1940. 

& Romberger, F. T.: Spinal Anesthesia—Practical Facts and Com- 
mon Fallacies—Clinical Research on Prolonged Spinal Anesthesia 
Using Vasoconstrictor Adjunctives. Anesth. and Anal., 22:252- 
263 (Sept.-Oct.) 1943 

6. Prickett, M. D.; Gross, E. G.; and Cullen, S. C.: Spinal 
Analgesia with Solutions of Procaine and Epinephrine. Anesthesi- 
ology, @:469-475 (Sept.) 1945. 

7. Potter, J. K.; and Whitacre, R. J.: Pontocaine-Dextrose—Ephe- 
— for Spinal Anesthesia. Anesthesiology, 7:499-504 (Sept.) 


8. Ru ool J. E.; Kamsler, P. M.; and Howell, W. L., Jr.: Pam 
Effects of Ephedrine and Four Vasopressor Drugs. esth. and 
Anal., 28:45-49 (Jan.-Feb.) 1949. 

9. Stover, O. H.: Intrathecal Use of Pitressin for the Prolongation 
of Spinal Anesthesia. New York State J. Med., 48:1688, 1948. 


DISCUSSION (Abstract) 


Dr. Frank S. Brannen, Chattanooga, Tenn.—Almost from 
the time of the demonstration of the practical use of spinal 
anesthesia, conflicting results have been reported from the 
addition of a vasoconstrictor. Good authorities differ over 
the results. Some say this drug does, some say it does not; 
some say it is 50 per cent, some say it is 100. Why is this? 


I feel that it is mainly because we are dealing not only 
with factors of physical stimuli but also with factors of 
mental interpretation of these stimuli. What one man re- 
gards as painful, another would hardly notice. A man’s 
reaction to the same stimulus will also vary from day to 
day. 


Frequently a patient will complain of pain while having 
an adequate level of spinal anesthesia, and yet 100 milli- 
grams of pentothal® dissolved in solution, or its equivalent, 
relieves this pain completely. But we all know that this 
is a very, very small dosage, and will not relieve pain. 
Things such as these make the problem of an exact end 
point a very difficult one. 


It was with interest that I noted that Dr. Kretchmer’s 
patients were all being treated for carcinoma of the cervix. 
All of us know, of course, that a woman changes from day 
to day, from hour to hour, and, if they are like some I 
know, almost from minute to minute, so you can see the 
difficulties which are encountered in this work. We can 
tell, however, when an anesthesia goes longer than usual, 
and from the papers of Dr. Freiheit, Dr. Barrett and Dr. 
Kretchmer we had no trouble in noting that the mixture 
of pitressin® or neosynephrine® used with the anesthetic 
agent has permitted more time on the operations than would 
have been permitted without it. The one-shot spinal with 
procaine or pontocaine® does not, as a general rule, permit 
long procedures. Of course, the occasional anesthesia will 
last longer than was expected, but the percentage of such 
long-acting, one-shot, unstimulated drugs is low. The addi- 
tion of pitressin® neosynephrine® or epinephrine, how- 
ever, permits much longer surgery in these cases than would 
normally be expected without the addition. As was noted 
by Dr. Freiheit, this does not call for a change in technic. 
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All one does is to do a careful spinal and add the amount 
of drug that is necessary. 


Will the pitressin® be absorbed enough to produce dam- 
age to already diseased coronary arteries? This is of par- 
ticular interest in the cases of hypertension, in which one 
hesitates to go ahead and give ephedrine before the spinal 
anesthesia. What is the effect? 


Is it possible to produce damage to the cord from ischemia 
through any of these drugs, especially in the elderly group 
which already has some difficulty? Is there danger to an 
already diseased cord, as in pernicious anemia or sclerosis 
of the tracts? 


We have used neosynephrine® a great deal in Chatta- 
nooga. We have found that it takes longer for the ponto- 
caine® and the neosynephrine® to “set” than it does with 
pontocaine® alone. 


CARDIAC ARRHYTHMIAS DURING 
CLINICAL ANESTHESIA* 


By Wittarp D. Bennett, M.D. 
Louisville, Kentucky 
and 
Mitton Davis, Jr., M.D. 
Danville, Kentucky 


It is well established that disturbances in cardiac 
rhythm commonly occur in the anesthetized indi- 
vidual regardless of the anesthetic agent adminis- 
tered. Kurtz, Bennett and Shapiro! made electro- 
cardiographic observations on 109 patients during 
113 surgical operations. Of the entire series only 
21 per cent failed to show some type of disturbance. 
The lowest incidence of arrhythmias occurred with 
procaine regional anesthesia and the highest with 
chloroform. In this study sinus arrhythmia, extra- 
systoles and downward displacement of the pace- 
maker predominated. 


Other investigators have approached the problem 
from both the clinical and experimental standpoint, 
but there are still too few clinical studies with 
electrocardiographic records in which the depth of 
anesthesia, degree of carbon dioxide accumulation, 
and oxygen saturation of the blood are known. Also 
to be considered are the direct effects of the anes- 
thetic agent or agents on the myocardium and auto- 
nomic system as well as the other alterations of 
physiology imposed upon an individual during the 
course of anesthesia. 

The rhythm of the heart beat depends upon the 
activity of the automatic and conductive tissue. Of 
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the automatic tissue the sino-auricular node has the 
greatest inherent frequency of impulse formation 
with the auriculoventricular node and ventricular 
bundles following in that order. Since the heart is 
an automatic and contractile organ, it will respond 
to endogenous and exogenous stimulation. This 
ability is spoken of as cardiac irritability. There- 
fore, it is safe to assume that a change in rate or 
a displacement of the pacemaker is indicative of 
changes in irritability of the automatic tissue either 
in line of depression, excitation or both. 


Certain anesthetic agents may have a suppressive 
action on cardiac automaticity through vagal stimu- 
lation or by direct effect on the myocardium. This 
suppressive action can cause cardiac arrest with or 
without intervening disturbances in rhythm. Con- 
versely, some anesthetic drugs may stimulate the 
automatic mechanism by way of the thoracic sympa- 
thetics or by direct effect on the heart. When 
ventricular centers are thus stimulated or become 
dominant due to depression of higher centers, extra- 
systoles, slow ventricular rhythm, ventricular tachy- 
cardia, and ultimately ventricular fibrillation or 
cardiac arrest may result.? In animal work it has 
been demonstrated that extrasystoles or ventricular 
tachycardia always precede the occurrence of fatal 
fibrillation.? 

It has been shown that chloroform,* cyclopro- 
pane,’ ethyl chloride® and trichlorethylene’ sensitize 
the heart to stimulation of various kinds so that 
ventricular tachycardia and fibrillation may result. 
In animal studies a standardized dose of epinephrine 
has been used as the stimulus, and there are several 
reports in the literature of fatalities in the operating 
room attributed to the use of epinephrine during 
anesthesia with these agents. When vasopressor 
drugs are to be used, laboratory and clinical evi- 
dence indicate that ‘“neosynephrine,” and to a less 
extent ephedrine, are safer than epinephrine during 
general anesthesia.® 

Also, there is evidence that chloroform,’ cyclo- 
propane,? and possibly ethyl chloride can suppress 
the automatic activity of the heart to the point of 
cardiac arrest. Recent studies with chloroform at 
the University of Wisconsin indicate that this drug 
is primarily suppressive in its action on the human 
heart.3 Electrocardiographic observations were made 
on 52 patients, and 4 of these individuals developed 
cardiac arrest under chloroform anesthesia and a 
few others were suspected of having had this com- 
plication. The condition was reversible in all in- 
stances. 


The mechanism of cardiac arrhythmias during 
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cyclopropane anesthesia has been the subject of 
many investigations and much controversy. They 
have been attributed to hypoxia by Robbins,!° to 
parasympathomimetic effects by Adriani and Roven- 
stine,!! and Guedel!? has said that they occur only 
during an “arrhythmic range” of cyclopropane con- 
centration. The work of Lee and Orth? in certain 
respects was at variance with all of the above 
opinions. 


Recently it was demonstrated that cyclopropane 
reflexly sensitized the heart of the dog! and the 
cat'* to injected epinephrine. The receptors are 
distributed for the most part throughout the mes- 
entery or intestines. Impulses travel by visceral 
afferent fibers through the celiac and superior mes- 
enteric plexuses, splanchnics, and spinal cord to a 
brain center above the pons. Efferent impulses then 
pass to the heart by way of the cardiac sympathetics 
and increase the irritability of the heart. Although 
we cannot yet be certain that this reflex mechanism 
occurs in man, the protective value of sympathetic 
blocking agents is some evidence that the cardiac 
disturbances with this agent are reflex in nature. 


Sinus arrhythmia and displaced pacemaker are 
commonly observed during diethyl ether anes- 
thesia; ! however, it is generally believed that neither 
diethyl etherS nor divinyl ether'S seriously affect 
cardiac automaticity or sensitize the myocardium to 
epinephrine. Although it is relatively infrequent 
for diethyl or divinyl ether to stimulate the ven- 
tricular centers, ventricular tachycardia and ven- 
tricular fibrillation may occur with ether anesthesia. 
Where large doses of epinephrine have been used 
to control bleeding during ether anesthesia, cardiac 
fatalities have been reported.'¢ !7 


With adequate oxygenation, nitrous oxide and 
ethylene are relatively innocuous. Occasional ar- 
thythmias do occur when hypoxic technics are used 
with these gases.!8 

Although bradycardia is common during spinal 
anesthesia, very little mention is made in the litera- 
ture of other types of disturbances. Kurtz et alii! 
found a 30 per cent incidence of extrasystoles dur- 
ing procaine anesthesia but they do not say what 
technic was used. In the authors’ experience extra- 
systoles, by palpation of the pulse, are occasionally 
encountered during spinal block. The bradycardia 
and extrasystoles can be explained in part by the 
partial or complete blocking of the thoracic sympa- 
thetics leaving the vagus more or less unopposed 
in its action. The slow rate encourages escape 
mechanisms and extrasystoles. However, decrease 
of minute volume of respiration and circulatory de- 
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pression are probably of more importance in pro- 
ducing arrhythmias during spinal anesthesia than 
the direct effect on the cardiac sympathetics. 

Other than circulatory depression with large doses 
of intravenous barbiturates'® or curare,!° there is 
little evidence that these drugs affect cardiac rhythm 
in man. They must be used cautiously especially 
in patients with diseased hearts because even a short 
period of hypoxia from apnea, respiratory depres- 
sion or obstruction may lead to irreversible cardiac 
failure. 


Even during a well-managed anesthesia and to a 
much greater extent during an inept administration, 
the patient suffers disturbances in physiologic func- 
tion. Any degree of hypoxia will enhance cardiac 
irritability,!° and it is generally believed that reten- 
tion of carbon dioxide is a factor, but of much less 
importance than hypoxia, in causing arrhythmias. 
Just how much other metabolic changes and effects 
on vital organs have to do with the production of 
arrhythmias during anesthesia is not known. 

Other factors which may affect cardiac auto- 
maticity during surgical anesthesia are direct stimu- 
lation of the heart or pericardium;?° emotional state 
of the patient;?! and possible reflex vagal effects 
produced by such things as placing a catheter in 
the trachea”? or surgical stimulation of various types. 
A number of writers?’ 24 have minimized the impor- 
tance of operative manipulations in the production 
of cardiac disturbances during general anesthesia. 

Just how serious are arrhythmias occurring during 
anesthesia? Obviously a totally irregular pulse, a 
marked tachycardia or bradycardia are alarming 
findings, but with how much apprehension we should 
view the occasional or transient arrhythmia is not 
definitely known. With the clinical and laboratory 
evidence? that nodal and ventricular rhythms and 
extrasystoles are early signs of changes which might 
lead to fatal disturbances, it seems wise to consider 
all arrhythmias during anesthesia serious until 
proven otherwise. Careful observation of the pulse 
rate is a responsibility of the anesthetist and it is 
imperative with the skillful use of such capricious 
agents as cyclopropane, chloroform and ethyl 
chloride. 

In considering treatment and prevention of cardiac 
arrhythmias we wish to emphasize the importance 
of maintaining good function. Macintosh?5 said: 
“The reasonably fit patient, like the laboratory ani- 
mal, can survive physiologic insults of striking in- 
tensity, and in this I include bad anesthesia.” A 
corollary of this quotation is that such insults may 
be rapidly fatal to one with poor cardiac reserve. 
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Over 75 per cent of arrhythmias occurring during 
anesthesia can be corrected by increasing oxygena- 
tion, improving carbon dioxide elimination or de- 
creasing the blood concentration of the drug. As- 
sisted or artificial respiration may be necessary 
depending upon the state of respiratory depression. 
A serious cardiac disturbance requires instant rapid 
desaturation of inhalation drugs. Also one should 
be certain that no fault exists in the technic or 
apparatus being used. If these common-sense meas- 
ures should fail to bring about a restoration of 
normal rhythm, a change of agent or an addition 
of another agent is indicated. The addition of ether 
to cyclopropane anesthesia*® has proved to be of 
value both in the prevention and treatment of ir- 
regularities. The use of nitrous oxide with chloro- 
form decreases the amount of chloroform needed 
and, therefore, seems to increase its safety and 
range of usefulness. 


We wish to stress further the importance of blood 
concentration of the anesthetic drug. A direct re- 
lationship exists between the concentration of cyclo- 
propane, chloroform, ethyl chloride and ether and 
the occurrence of arrhythmia. During induction 
with high concentrations of the potent inhalation 
agents, arrhythmia may be produced, yet no arrhyth- 
mia may occur later when the tissues are more 
saturated. The anesthesia is actually deeper and 
the blood concentration is lower than during induc- 
tion. Therefore, it seems safer and wiser to avoid 
arrhythmia when possible by using a conservative 
approach. Certainly a gradual, deliberate, smooth 
saturation of a patient with the lowest effective 
concentration of an anesthetic drug causes less physi- 
ologic imbalance than what is often referred to as 
the “blitz” technic. 


Dilute intravenous procaine solutions of 0.1 to 
0.2 per cent have been used to prevent cardiac ir- 
regularities;?! the rapid intravenous injection of 50 
to 100 mg. of 1 per cent procaine is of value in the 
treatment of severe or persistent arrhythmia;?’ and 
the topical application of a solution of 1 per cent 
to the heart or pericardium has been shown to be 
beneficial when these structures are to be manipu- 
lated.?8 2° Procaine is a direct myocardial depressant 
and it is probably through this mechanism that it 
diminishes cardiac irritability. 

No harmful effects have been noted from the re- 
peated intravenous injection of 50 to 100 mg. of 
procaine during general anesthesia. This may be 
due to the rapid hydrolysis of this drug. 

Long et alii®° have studied the effects of intra- 
venous procaine on the hearts of dogs and their 
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results suggest that therapeutic doses of this drug 
may produce changes in diseased hearts. On one 
occasion during the intravenous use of a 0.2 per cent 
solution, cardiac arrest occurred in one of our pa- 
tients. The use of such dilute solutions of procaine 
requires moment-to-moment control and careful ob- 
servation of pulse and blood pressure. 


Because of the relationship of the sympathetic 
division of the autonomic nervous system to arrhyth- 
mias during cyclopropane anesthesia, it has appeared 
logical to try sympathetic blocking agenty. In ani- 
mal studies Nickerson e¢ alii5! found that a ben- 
zylated chloroethylamine (“dibenamine”) would 
protect animals against cyclopropane-epinephrine in- 
duced irregularities. Orth et ali? found dihydro- 
ergotamine (“DHE 45”) and dihydroergocorine 
(“DHO 180”) to be as effective as “dibenamine.” 
Animal studies and preliminary clinical trials with 
these two drugs indicate that “DHO” is more effec- 
tive in preventing arrhythmia than “DHE.” 
Whether any of the adrenolytic or sympathicolytic 
agents now being studied will be of practical value 
in protecting against spontaneous irregularities oc- 
curring during cyclopropane anesthesia remains to 
be seen. Certainly, we should never use adjuvant 
medication as a camouflage for unphysiologic anes- 
thesia. 


SUMMARY 


(1) The incidence and mechanism of production 
of cardiac arrhythmias during anesthesia have been 
discussed. 

(2) Some of the accepted methods of treating 
these cardiac disturbances have been briefly con- 
sidered. 

(3) We have stressed the importance of avoiding 
arrhythmia during anesthesia by maintaining good 
physiologic function. 
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DISCUSSION (Abstract) 


Dr. Donald H. Stubbs, Washington, D. CI am glad to 
concur with Dr. Bennett’s discussion of the physiologic 
background of cardiac arrythmias. I feel-sure that cardiac 
accidents under anesthesia are generally the result of poor 
anesthesia in one way or another. Poor anesthesia is not 
always the fault of the anesthetist, but it is more and 
more the coming possibility that he can correct these errors. 
Anoxia is rightly stressed, as the basic principle for the 
arrythmias that are within the realm of anesthetic correc- 
tion. 

I think that the anesthetist who deliberately chooses, for 
any reason, good or bad, to use agents that are more likely 
to produce arrythmias than some of the others that we 
know, must assume the responsibility for them if they get 
out of hand. I have reference here to the use of such agents 
as chloroform and cyclopropane, those that have been de- 
liberately impugned, even by the persons who use them 
most, as producing these effects sometimes. Also, spinal 
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anesthesia may certainly give cardiac disturbance, but more 
purely on the anoxic basis. 

What to me is important to teach, among those who are 
not full-time specialists in anesthesia, is that these arryth- 
mias are important from a physiologic standpoint. The 
over-all thing which we can do that is most apt to be 
helpful in prevention, and certainly in treatment, if they 
occur, is to preserve as high an oxygenation status for the 
patient as possible. To avoid overdosage irregularities of 
anesthesia and interference with the airway, and to take 
all the other measures to give the smoothest and most 
physiologic anesthesia we know how to give will become 
at the same time the prevention and the treatment for these 
deviations from the best clinical anesthesia. 


Dr. Davis (closing) —We agree with Dr. Stubbs, that 
most of the arrythmias during anesthesia are of our own 
making, and that if we are aware of them when they first 
are evident, we can do something about it; and that more 
of the effort of our own work should be toward prevention 
and prompt treatment when they are recognized, rather 
than to gloss over the surface by using some drug which 
will make it possible for us to insult, physiologically, to a 
greater extent, without killing people. 

Drugs like procaine and “DHE” and “DHO” have much 
promise, and we should not discourage their use. They may 
be of great help to us in years to come, but that is not the 
primary consideration. 


INDICATIONS FOR CESAREAN: 
A TEN-YEAR REVIEW* 


By Ropert N. Creapick, M.D. 
Durham, North Carolina 


INTRODUCTION 


In presenting any ten-year review, it would seem 
wise to choose particular factors relating to cesarean 
section which have a teaching value for ourselves 
and, we hope, for others. Ours is an open hospital 
which accepts all patients regardless of color, creed 
or condition. The number of beds is the only limit- 
ing condition. 

The greatest practical division of patients was 
found to be in the birth weight of the infants. All 
infants of 2,500 grams or over were regarded as 
term and were included in this report. The dis- 
crepancy in menstrual dates and estimated confine- 
ment usually encountered was thus obviated. There 
was a total of twenty-eight operators, eleven upper 
staff and seventeen resident or house staff. Ab- 
dominal pregnancies were excluded as were the 


*Read in Section on Obstetrics, Southern Medical Association, 
Forty-Third Annual Meeting, Auspices Campbell-Kenton County Medi- 
cal Society of Northern Kentucky, held in Cincinnati, November 
14-17, 1949. 

*From_the Department of Obstetrics and Gynecology, Duke Uni- 
versity Hospital, Durham, North Carolina. 
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agonal, or postmortem, sections. The extremely in- 
teresting features of pelvimetry, types of anesthesia, 
morbidity, comparative labors, are not in this report. 
The record of the South in the past fifteen years is 
outstanding in the way of social accomplishment, 
but fourteen of our Southern states have maternal 
mortality rates above the national of 1.2 per thou- 
sand live births. We share seventh place with 
Florida. Our state committee is working very hard 
to improve our position. In a brief analysis it is 
all important to be very critical of the findings. 
This effort was made, and the resultant teaching 
will be obvious. 


MATERIAL 


From 1939 through 1948 there were 11,335 de- 
liveries (counted as term deliveries) and of this 
number 163 term cesareans were done. This is 1.43 
per cent. There are still too many cesarean sec- 
tions performed, for elective reasons, throughout the 
entire country. We have been trying to exercise 
rigid choice and strictest use of the term test of 
labor. Table 1 gives the pattern of cesarean section 
on both private and ward patients. The lesson is 
clear. The conservatism is expressed in the ward 
patients. 

The types of operation are also to the credit of 
the junior staff, although some of this might be 
accounted for by the great preponderance of private 
repeat cesarean. Comparatively more laparotrach- 
elotomies and extraperitoneal types have been per- 
formed by the men in training. 


INDICATIONS 


It has been our policy to allow a test of labor in 
all borderline pelves whether capacity had been esti- 
mated by x-ray or clinical methods. We do not 
employ cesarean for placenta previa, separation of 
the placenta, heart disease or toxemia. These policies 
are difficult to maintain, but only two patients with 


INCIDENCE OF CESAREAN (1939-48) 


Number Per Cent 
Total private : bees 107 3.8 
First cesarean—private 62 1.9 
First cesarean—ward —...... 40 0.47 
Repeat cesarean—private —......... 45 73.7 
Repeat cesarean—ward 
of all repeat 
cesareans 

Table 1 


Ward versus private cesarean contrasted. 
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placenta previa and three with heart disease have 
had cesarean performed upon them in the last five 
years. All of these were private patients. Sensitivity 
to the Rh factor may be mentioned only to be 
condemned. There has been very poor correlation 
between the degree of elevation of antibody titre 
and the damage to the infant. Nor is the dictum 
“once a cesarean always a cesarean” adhered to. 
Too many factors play a role in this decision.'! The 
figures show sixty-one repeat cesarean sections and 
twenty-four patients with postcesarean uteri who 
were delivered vaginally. In the latter there were 
only a single neonatal death due to multiple con- 
genital anomalies, and two stillborn, one just 1,600 
grams. 

The general maternal mortality shows 1.22 per 
cent with no term deaths in the past five years. 
There are fifteen dead babies over 2,500 grams. 


The survey of our indications reveals one major 
problem, that of disproportion and inertia consti- 
tuting almost 50 per cent of the series. This is the 
area where more rigidity might be observed. In- 
vestigation of four patients listed as disproportion 
produced infants with a birth weight of six pounds 
or less. As remarked by Irving? in his exhaustive 
ten-year review in 1945: 


“One cannot escape the suspicion that a number of 
cesarean sections might have been delivered by simple pelvic 
means if the accoucheurs had possessed a higher degree of 
patience.” 


Also in accordance with others?’ more effort 
could be made to reduce the number of repeat 
cesareans, provided certain strict findings are re- 
garded. It is our observation that inertia would 
more nearly cover the pronounced incidence of dis- 
proportion. In addition, the extraperitoneal opera- 
tion has been an invaluable adjunct. Occasionally 
we receive a patient who has had seventy-two hours 
of labor and ruptured membranes and vaginal ex- 
amination! Only one diabetic mother was delivered 
by cesarean section. 


SUMMARY 


The total number of births in our series can- 
not compare statistically with several metropolitan 
areas? 345 but the standards should show compari- 
son. We prefer not to use cesarean section for 
previa, separation, toxemia, heart disease, diabetes, 
or Rh sensitivity. The analysis reaffirms the value 
of using private versus ward for defects in the indi- 
cation. Disproportion was the most abused indica- 
tion. It has been our conviction that those patients 
listed as disproportion were in reality inertia, either 
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moderate or severe. Investigation of individual in- 
stances in this small series confirmed our impression 
that inertia was the greater factor. There were two 
deaths, one from pneumonia on the seventh post- 
operative day, and one from shock on the day of 
operation. More exhaustive studies are required in 
all clinics for correlation of results with the highest 
standard of obstetric procedure. 
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DISCUSSION (Abstract) 


Dr. J. Randolph Perdue, Miami, Fla——Dr. Creadick’s 
amazingly low incidence of cesarean section in ward patients 
(0.66 per cent) ranks among the lowest reported to date. 
His private patients, however, required cesarean section 
almost six times as often, in gross figures. Excluding repeat 
sections, this ratio drops to 4:1. 

Proper statistical weighting demands that we allow for 
private patients who seek expert care in the face of unusual 
obstetrical situations. Even so, we find a substantially higher 
incidence of cesarean section in private patients than in 
ward patients. 

Perhaps a brief comparison with experience in our private 
practice may serve as a basis for discussion. In a study of 
private records, all personally handled, over a comparable 
period, there were 2,729 patients and 127 cesareans, an inci- 
dence of 4.65 per cent; quite high in comparison with Dr. 
Creadick’s report. However 1.94 per cent of these patients 
had had previous cesarean sections, making our primary 
indication incidence 2.71 per cent. This ratio is approxi- 
mately 3:2 over Dr. Creadick’s private patients, but 5:1 
over his ward patients. 

This group of 53 repeat cesarean sections, 1.94 per cent, 
was nearly 42 per cent of our entire group. Approximately 
20 per cent of these patients were allowed to go into labor. 
Only one delivery occurred vaginally. We had two ruptured 
uteri. Dr. Creadick’s 24 postcesarean vaginal deliveries speak 
for themselves. However, we believe that the present risks 
of repeat cesarean section are comparable to those of rup- 
tured uterus for the mother, and fetal salvage is infinitely 
higher. 

Dystocia again accounts for one-third of our cesarean 
sections. These patients were all in labor more than twelve 
hours. It is very difficult precisely to define labor, but 
they were all in sufficient pain to come to the hospital, and 
the contractions were observed and described by our staff. 
We believe that most obstetricians are a great deal more 
conservative here than they are in dealing with the patient 
not in labor. We concluded, in retrospect, that too many 
Major operative vaginal deliveries have been done by us 
in this type of patient. 

Seventeen were primarily classified as contracted pelvis, 
eight were classified as rigid cervix, six had dystocia dys- 
trophy syndrome, four had malposition. Several of these 
patients were considerably above the age of forty, and 
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cesarean section was done more often in that group. There 
was a case of interlocked twins, and a toxemia. 

We did nineteen cesarean sections for obstetrical hem- 
orrhage, 15 per cent of our group. Ten of these were severe 
abruptio cases; approximately three-quarters of the cases 
of abruptio placentae were handled vaginally. Nine patients, 
including all clinical placenta previa, were handled by 
cesarean section. They all had “blood on their shoes,” if 
I may borrow Dr. Parks’ excellent expression! 

I have not the breakdown on our seven elective cesareans, 
but there was approximately one in 400 cases, in whom 
indications were outstanding and labor was not permitted. 
Four had tumors of the birth canal; three had fetal distress. 
One patient had a very satisfactory complete plastic repair, 
and we did an elective cesarean section on her. I am sure 
that will be open to question. 

There was no maternal mortality. I am sorry I have not 
the figures on fetal mortality, but we feel that fetal salvage 
was a significant factor in our cesarean group. 

Our statistics, from just one private practice, are con- 
siderably higher than Dr. Creadick’s, and perhaps higher 
than many of you feel they should be. We feel that major 
obstetrical hemorrhage very often is best handled by ce- 
sarean section. We feel, too, that test of labor is very 
important, and there were a few, only one in 500 in our 
series, that we felt could not have test of labor. These were 
all private patients. 


Dr. Willis E. Brown, Little Rock, Ark—Whether we like 
it or not, there are fashions in medicine. We like to presume 
that we are scientists and therefore are not subject to whims 
and changes of fancy. History, however, proves that we 
are subject to fashions. 

There was a time when cesarean section was a hazardous 
undertaking, done rarely and usually with a fatal outcome. 
Gradually, over the years, as our medical and surgical skills 
increased, cesarean section incidences have risen greatly, 
reaching as high as 10 or 15 per cent of the total births in 
some institutions. 

Only recently one of our larger institutions has reported 
1,000 consecutive cesarean sections without a maternal mor- 
tality. Certainly these are excellent results. Nevertheless, 
it raises in our minds the question of the indication for that 
number of cesareans for it would seem quite likely that at 
least one of those mothers would have succumbed to the 
indication for the cesarean itself. 


The pendulum has swung much too far in that direction, 
and efforts such as Dr. Creadick is making in his report 
this morning are tending to place the pendulum back toward 
its midposition. 

However, there is an unhappy tendency among us, par- 
ticularly among the teaching institutions, to judge a man 
or a clinic by figures. “This is a’ good clinic; it has a low 
cesarean rate. This is a poor clinic; it has a high cesarean 
rate.” 

I believe we are not only liable to error but subject to 
sloppy thinking when we place a blanket criticism upon 
a percentage figure. The actual problem which we face is 
trying to determine whether this mother is best handled by 
cesarean section or by vaginal delivery. 

There is no question in my mind nor in the minds of 
any of you that 99 or almost 100 per cent of women can 
pass the fetus through the birth canal, but that is not the 
objective. The objective of reproduction, I submit, is to 
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reproduce, is to have a living baby and a healthy mother. 
It is our job as obstetricians to see to it that the mother 
has a live baby and that she resumes her life in a healthy 
condition. We must back up, then, and instead of focusing 
our entire attention on the percentage of cesarean sections 
in a given clinic, we must compare these figures with the 
total feta) salvage in that clinic. 

I would urge that in statistical reviews of cesarean section 
or any other of these major obstetric decisions, we give 
thought to including in our reviews not only the fetal salvage 
of the cesarean itself, (because it should be good since that 
is the chief reason for doing the cesarean); but, I submit, 
it should also show the fetal salvage rate of the entire clinic 
and, more particularly, those patients with the same com- 
plications handled by the other routes. 


There are two major indications for cesarean section, and 
they appear repeatedly in each of our analyses the country 
over: repeat sections, representing anywhere from one-third 
to one-half of the total indications; and the combination 
of inertia and disproportion. About one-third of Dr. 
Creadick’s cases and about 40 per cent of Dr. Perdue’s cases 
were of this type. This places, then, upon the surgeon who 
makes the first wound in the uterus, the responsibility for 
all subsequent uterine accidents. Think long before you 
make that first incision, because you have crippled the 
patient obstetrically. 

I would urge upon all of us, in teaching and in practice, 
that we critically analyze the patients handled under the 
category of inertia or disproportion, and that they all be 
given, as Dr. Creadick amply warns us, a trial and a good 
trial labor. Do not make an obstetric cripple for a short 
trial. 


Dr. Creadick (closing)—I feel it is necessary to men- 
tion once more our indications of disproportion. It is 
difficult to maintain that position when you realize that 
we have no accurate information in regard to the outcome. 
How many times have we seen the film portrayed before 
us, and the radiologist, who is a technician, you might say, 
interpret it as disproportion! Nor can we do much better. 

The two main features are: first, the forces of labor; 
second, the molding of the head. No one person can predict 
that for you. Therefore, it is imperative in our mind that 
the patient be allowed to have some opportunity to demon- 
strate her ability to put the child through the pelvis. 

I do not like to see the heading “fetal distress.” That 
is a very dangerous indication for cesarean if you are con- 
cerned about fetal salvage. 


The fetal mortality is a very necessary component. No 
paper on cesarean should be presented without it. As Dr. 
Brown has put it, the over-all fetal salvage for the entire 
clinic perhaps for our eighteen years should also be com- 
pared. : 

Dr. Brown described it as originally a hazardous pro- 
cedure. I respectfully submit that it is still a hazardous 
procedure. It is still a major operation. One cannot yet 
often violate the sanctity of the peritoneum without some- 
time having an unfortunate result. 

We are not quite in accord with Dr. Brown’s feelings in 
the matter of a live baby, but a cesarean section does not 
guarantee a live baby. Not nearly enough clinics have re- 
ported the number of actual fetal deaths following all of 
their cesarean sections. 


The remark concerning the patient’s becoming a surgical 
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cripple is extremely pertinent. One of our private patients, 
a previous cesarean, came to the admitting room of our 
hospital with her uterus ruptured, not having been in labor; 
she was not even at term. If it had not been for the 
excellence of our house staff and a number 18 needle planted 
in the vein at that moment, she would not have survived. 


ADRENOCORTICOTROPIC HORMONE 
THERAPY AS AN ADJUNCT TO SURGERY 
IN CHRONIC TOPHACEOUS GOUT* 


By Paut D. Dootan, M.D. 
Mitton C. Copsey, M.D. 
and 
LAURENCE H. Kyte, M.D. 
Washington, D. C. 


The over-all metabolic effects of ACTH as well 
as its action in acute and chronic tophaceous gout 
have been studied by a number of investigators.! 2 54 
The present investigation was not intended to be a 
complete recapitulation of these studies, but was so 
directed that the patient would receive a given 
amount of ACTH in the hope that changes thereby 
induced in the tophi might facilitate their surgical 
removal. Considerable difficulty had been encoun- 
tered both in excision of the tophi and in wound 
healing when surgery was performed six months 
prior to the present admission. Some of the meta- 
bolic data accumulated during the period of ACTH 
administration are presented; in general these are 
in accord with other observations. Of signal interest 
however, was the failure of occurrence of carbo- 
hydrate intolerance. 


A 49-year-old white man with chronic tophaceous gout 
of eleven years duration was admitted to Georgetown Uni- 
versity Hospital on November 7, 1949. For several years 
prior to admission his hands had been stiff and chronically 
painful. For several months he had been awakened during 
the night by severe pains involving the arms, forearms and 
legs. The majority of his joints remained stiff during the 
day. His nose had become so deformed that nasal breathing 
was impossible and at times tophaceous material would 
extrude from the nares. Deformity of the hands was so 
prominent as to severely interfere with his work as 4 
clothing salesman. The patient had been taking a daily 
dose of 1.8 mg. of oral colchicine for one and one-half years 
prior to admission. 


Physical examination disclosed marked deformity of the 
hands and nose. Large tophi were present on the knees 


*Received for publication March 23, 1950. 


*From the Departments of Medicine and Orthopedic Surgery, George 
town University School of Medicine and the town University 
Hospital, Washington, D. C. 

*This study was supported by the William Wade Hinshaw Cancer 
Research Fund. 


Vol. 4 


) Vol. 43 No. 9 DOOLAN ET AL: CHRONIC TOPHACEOUS GOUT 781 


to 
COLCHICINE Ly, 


ls 
COLCHICINE ORAL pay 
SURGERY 
ACTH(mgm) °° 4 
SERUM 
‘ TOTAL 
130. 
CHOLESTE 
o. 
6 
RIC 
URINE 1250 — 


SSSSS 
SS) 


40. 
17- KETOSTEROIDS 
(mgm /24 hr.) 30 


20_] 
10. 
URINARY GLUCOSE © 0009000 0 8 OO Oo ° ° 
FASTING BLOOD SUGAR 107 86 96 & w0 100 100 
EOSINOPHILES 
BLOOD 
(cu mm) 
300. 
200. 
t 100. 4 
° 
TOPHUS SIZE 0 
é L. MIDDLE FINGERL) » 
d R. LITTLE FINGER 7 
e L. LITTLE FINGER & ® 
g 
d 
GENERAL WELL-BEING YYU!!] 
a 
MOBILITY WY 
renoenness & pan 
CONSISTENCY of TOPH! 
» Fig. 1 
y Measurements of the individual tophi may be cbtalnad by noting the distance from the base line, which is 5 
centimeters, to the top of the indicated tophus. Urinary amino acid and blood histamine determinations were done 
by the method of paper chromatography through the courtesy of Dr. Walter Hess, Professor of Biochemistry, 


Georgetown University School of Medicine. 


URIC ACID yo Y 


782 


and the left foot while smaller ones involved the ears and 
inner canthus of the eye. The patient walked slowly and 
stiffly and was unable to flex any of his fingers. The blood 
pressure was 140/80 in the right arm and 138/82 in the 
left. The remainder of the general physical examination was 
essentially negative. Roentgenologic examination of the 
hands and feet showed far advanced gouty lesions; the 
elbows bore evidence of similar involvement and radiopaque 
soft tissue deposits were visible in the nose. X-rays of the 
chest and vertebrae were negative. The electrocardiogram 
was interpreted as being within normal limits. 

He was admitted to the metabolic ward, given a constant 
diet and continued on oral colchicine throughout hospitaliza- 
tion. ACTH* was given every six hours except for a twelve- 
hour interval following the first dose of 50 mg. and similar 
spacing when the dose was reduced to 10 mg. a day at the 
end of his period of therapy. Fig. 1 depicts the method of 
therapy, the salient features of his clinical response, and the 
important laboratory changes. It will be noted that improve- 
ment occurred within six hours after the first injection of 
ACTH but that the tophi did not begin to soften until 
between the third and fourth day of therapy. On the 
eleventh and again on the twentieth day of treatment there 
occurred mild transient exacerbations involving the hands. 
Glucose tolerance tests were carried out eleven days before 
and eighteen days after ACTH had been started, the latter 
after the dose had been decreased to 25 mg. a day. In an 
attempt to determine whether colchicine might act through 
the pituitary-adrenal axis intravenous colchicine mg. 0.5, 1.0, 
and 0.5 were given on three separate days. Four hours fol- 
lowing the first two injections there was a fall in eosinophils 
which totaled less than 50 per cent but after the third 
injection the count rose. The tophi were measured daily 
using a constant reference point; three of oon, selected at 
random, are plotted in Fig. 1. 


Some of the other laboratory data accumulated but not 
charted were repeatedly normal urinalyses and normal hemo- 
grams, including the sedimentation rate. There was no sub- 
stantial variation in hematocrit readings during therapy. 
The carbon dioxide combining power rose a maximum of 
3.6 mEq. during treatment. The nonprotein nitrogen, serum 
total protein, plasma formol gel, creatinine, cephalin floc- 
culation, van den Bergh, thymol turbidity and serum 
chlorides were all normal and did not change significantly 
during treatment. The acid and alkaline phosphatase values 
were within the upper limits of normal. 

The therapy was continued for 21 days. Immediately 
thereafter an operation was performed by one of us (M.C.) 
who had previously removed large tophi from the elbows 
and fingers. Tophaceous material was removed from eight 
fingers and one thumb and it was our opinion that the 
material was easier to remove and that postoperative healing 
was more prompt than had been noted with previous 
surgery. 

On discharge from the hospital the picture was one of 
considerable improvement. The aching pain in the upper 
and lower extremities had not recurred, faster and easier 
walking was possible, and the nose was smaller, less tender 
and permitted nasal breathing. Four weeks after discharge 
several of the sites of operation were still exuding uric acid 
crystals and the patient said that there had been several 


*The adrenocorticotropin used in this study was generously supplied 
by Dr. John R. Mote, Medical Director of the 
Chicago. Ten milligrams of this material is equivalent to ten milli- 
gtams of the Armour standard LA-1-A. 
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mild flare-ups of pain in the hands. In general, however, 
he has continued to maintain most of the clinical improve- 
ment achieved during his hospitalization. 


Several observations are of investigational interest. 
It will be noted that the cholesterol esters fell on 
the sixth day of treatment and maintained this 
lowered level until the fourteenth day of ACTH 
therapy at which time the dosage had been reduced 
to 25 mg.; after this the ester level rose toward the 
pretreatment values. There was a striking elevation 
in 17-ketosteroid excretion from a control level of 
5.6 mg. in 24 hours. This latter value is somewhat 
higher than reported values in gouty patients, 
but Girard-T separations were not carried out. 
Wolfson and his associates have described a low 
17-ketosteroid excretion as an endocrine finding 
apparently characteristic of gout.5 


In view of well-controlled studies which indicate 
a diabetogenic action of ACTH it is interesting to 
note the absence of glycosuria, the failure of fasting 
blood sugar levels to rise, and the fact that a glucose 
tolerance test obtained on the eighteenth day of 
therapy showed no more carbohydrate intolerance 
than the curve obtained during the control period 
(Fig. 2). Despite this, the patient’s uric acid excre- 
tion increased to a maximum of 1,100 mg. a day, 
as compared with control values of between 400 and 
500 mg. Conn’s®’ studies showed no greater uric 
acid excretion in a gouty patient than in normal 
subjects who were given ACTH, but did show that 
in the latter there was a close correlation between 
loss of carbohydrate tolerance and increased urinary 
excretion of uric acid. In view of Conn’s sugges- 
tion®’ that abnormal purine metabolism is one of 
the factors operative in causing beta-cell damage 
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one might speculate that in this gouty patient injury 
to the islet cells had already occurred. Such a belief 
would require the assumption that there were com- 
pensatory changes operative in preventing the de- 
velopment of clinical diabetes. We regret the fact 
that our studies did not include blood glutathione 
determinations, for the failure of development of 
evidence of diabetes might possibly have been due 
to maintenance of a normal glutathione level. 
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TRAUMA TO THE URINARY BLADDER 
IN GYNECOLOGIC SURGERY* 


AN ANALYSIS OF SIXTY-ONE INJURIES 


By Ase GOLDEN, M.D. 
and 
Leo ABRAHAM, M.D. 
New Orleans, Louisiana 


The unfortunate accident of injuring the urinary 
bladder during gynecologic surgery is not uncommon, 
but studies of the immediate and remote effects are 
infrequently encountered in the literature. The pur- 
pose of this paper is not to determine the incidence 
but to endeavor to determine what happened to 
these patients as a result of the injury; to analyze 
the methods of repair, the use of the retention 
catheter, irrigations, antibiotics and chemotherapy. 

The incidence of bladder injuries is not known 
and no efforts to determine this factor in this series 


— 


*Read in Section on Gynecology, Southern Medical Association, 
Forty-Third Annual Meeting, Auspices Campbell-Kenton County 


gh Society of Northern Kentucky, held in Cincinnati, November 


*From Department of Obstetrics and of 
es Charity Hospital and Touro Infirmary o 


New 


GOLDEN AND ABRAHAM: TRAUMA TO THE URINARY BLADDER 


783 


has been made. In nearly all the large reports where 
complications are included, bladder injuries are re- 
corded. Danforth‘ in a study of 500 hysterectomies 
reports the urinary bladder as being opened four 
times. All of these were repaired and a retention 
catheter put in. All recovered without incident. 
Jones in discussing this paper, says: 

“We have all encountered fistulae of bladder and ureters. 
These, we believe, come from difficult dissection interfering 


with terminal vessels in the bladder or ureteral segment 
with subsequent slough rather than direct injury.” 


Of the fistulae formed in the present series it is 
believed that essentially the same is true in most 
of the cases. In Vogt and Hamilton’s'* series of 
500 cases of hysterectomies, there were four vesico- 
vaginal fistulae formed, all occurring in the total 
abdominal operation of which there were 62.8 per 
cent. 


McDonald and Flynn’ report five injuries in 
4,010 consecutive hysterectomies, 93 per cent of 
which were total hysterectomies. One of these died 
on the eighth postoperative day in spite of imme- 
diate repair. Murphy’ reports two bladder injuries 
in 1,279 supravaginal hysterectomies which were 
repaired and recovered without incident. In the 
same paper there were 438 complete hysterectomies 
with five injuries two of which were repaired with- 
out incident and three developed fistulae. Two de- 
veloped on the fourth day and one on the eighteenth 
postoperative day. In another report by Murphy!°® 
there are eighteen vesicovaginal fistulae which 
formed after gynecologic surgery. Eleven of these 
followed complete hysterectomies, three followed 
surgery for incontinence, one each after a cesarean 
section and complete hysterectomy, a high frequency 
amputation of the cervix, a vaginal hysterectomy, 
and one after an extensive plastic procedure. 
Hammer‘ reports eight injuries to the urinary 
bladder prior to the era of sulfonamides and anti- 
biotics (one during a hernioplasty). Of the seven 
injured during gynecologic surgery only two were 
recognized and repaired. Both of these died from 
sepsis; the balance developed vesicovaginal fistulae. 
In this report the author also mentions seventy-six 
surgical injuries of which 27 followed hysterectomies 
and two cesarean sections. 


Weir's reports 2 bladder injuries in 348 supra- 
cervical hysterectomies and 10 in 1,436 panhyster- 
ectomies, but does not give the immediate or remote 
results. Mengert and Stoltz® had 12 bladder in- 
juries in 1,925 total hysterectomies and eight in the 
subtotal group of 393. Campbell? states, “The 
bladder has been opened a number of times” in his 
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series of 2,798 vaginal hysterectomies with a re- 
sultant fistula on 5 occasions. These were subse- 
quently repaired. Latzko® in 1942 made the state- 
ment in his report that the ratio of obstetrical to 
postoperative fistulae is thirty to seventy in the past 
thirty years. 

During the years 1939 through 1948, sixty-one 
injuries were sustained during gynecologic proce- 
dures at Touro Infirmary and Charity Hospital of 
New Orleans. During this period there were 22,250 
major gynecologic procedures. In most cases where 
fistulae were formed no diagnosis was entered indi- 
cating the injury. These records were found by 
checking on the number of patients previously ad- 
mitted with the diagnosis of vesicovaginal fistulae. 
This accident has been noted in nearly every type 
of gynecologic procedure (Table 1). In most in- 
stances, the accident was noticed and full realization 
of its seriousness was appreciated which prompted 
immediate repair. Consequently in most cases all 
went well. However, seventeen vesicovaginal fis- 
tulae developed in a total of sixty-one injuries, when 
the trauma was apparently not recognized. There 
was one death, the cause not definitely known, but 
this will be discussed later. 

It is interesting to note the number of days it 
took for the fistulae to develop. The time ranged 
from the day of operation to six months postopera- 
tively (Table 2), the majority occurring within the 
first two weeks. 
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most of these fistulae developed several days post- 
operatively, one would expect a morbid course in 
this group. There is little doubt that they occurred 
as a result of strangulation of tissues or because 
one or more sutures were taken into the bladder. 
This is not the case, as only nine cases ran a febrile 
course out of the total number of fistulae developed 
(Table 4). Sixteen cases did not receive chemo- 
therapy or antibiotics in the entire series and only 
four of these ran a septic course. 


Catheters were used on all cases when the injury 
was recognized and repaired, as well as in the vaginal 
hysterectomies which subsequently developed fis- 
tulae. They were allowed to remain in place from 
5 days to 14 days in the group recognized as injured. 
Irrigating solutions were used on all of these cases 
and it is interesting to note the variety of irrigating 
fluids. One to ten thousand solution of potassium 
permanganate was the most popular but normal 


Operation Postoperative Days 
03 4568 11 12 15 16 20 21 44 60 180 
Vaginal hysterectomy - 1 1 1 
Total abdominal 


Subtotal hysterectomy 


Bilateral salpingo- 
oophorectomy -.... 1 


Manchester operation - 1 
Amputation of cervix 1 
Water’s extraperitoneal 


cesarean section . 1 

Upon comparing these injuries with an equal 
number of consecutive uncomplicated cases as to Table 2 
the length of hospitalization and febrile course, little 
difference in morbidity was found between the two In Hospital 
groups. There was, however, a marked difference pearl a — 
in the postoperative hospital stay (Table 3). This Operation No. ~ With Without With Without 
was in most cases due to the long period of time Gn ley ee ee 
the catheters were allowed to remain in place. As Vaginal hysterectomy —... 14 10 6 9 7 

Total hysterectomy 21 & 3 11 8 
Subtotal hysterectomy 15 5 3 5 6 
No. Cases with 1 

Operation Bladder Trauma 
Vaginal hysterectomy 14 Table 3 
Total abdominal hysterectomy 21 
Supravaginal hysterectomy 15 
Removal of cervical stump 4 
Lew flap cesarean section 1 
Water’s extraperitoneal cesarean section...» 3 
Oophorectomy 1 Total abdominal hysterectomy —................. 10 4 
Manchester operation 1 Bilateral salpingo-oophorectomy —.............._ 1 0 
Bilateral salpingo-oophorectomy 1 Manchester operation 1 0 
Amputation of cervix 1 Anpuistio of 1 1 
Section hysterectomy 1 Water’s extraperitoneal cesarean section... 1 i 


Table 1 


Table 4 
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saline, sterile water, mercurochrome, boric acid and 
0.8 per cent acetic acid were also used. 


Chromic catgut sutures (double 0 and triple 0) 
were used in repairing all injuries. In only one case 
did nonabsorbable suture play any role and that is 
in the case where the fistula formed approximately 
six months postoperatively. In this case three cotton 
sutures were inadvertently placed into the bladder 
during a cervical amputation. At the end of six 
months this patient was re-admitted complaining of 
a bloody vaginal discharge for two months. The 
fistula formed after removal of the sutures. 


The two cesarean sections rightfully do not belong 
in this group, but inasmuch as one was profoundly 
il it was thought wise to include them. The post- 
operative course in this case was the most septic, 
her fever reaching 105.8° F. In spite of this febrile 
course there were very few complaints offered by 
this patient. 

There has been some speculation as to the cause 
of the peritonitis and death of the one patient who 
died on the seventh postoperative day. This patient 
had multiple perforations of the bladder which were 
adequately repaired; continuity of the bladder was 
tested by introducing air in it after the repair. In 
this case, acetic acid was used as the irrigating 
slution. The tensile strength was reduced only 7 
per cent as determined by laboratory tests and 
probably played no part in the fatal outcome. 


Two cases that developed vesicovaginal fistulae 
healed spontaneously on the twenty-fifth and fiftieth 
day. The remainder were repaired successfully at a 
later date. 


It is interesting to note that in no instance when 
the bladder injury was recognized (tear or an in- 
cised wound) did a vesicovaginal fistulae develop. 
From the data available all the fistulae formed as 
atesult of one or more sutures which were taken 
into the bladder, or from damage to the blood 
supply. There is little doubt as to the validity of 
this statement as all the fistulae developed from 3 
to 180 days postoperatively. This, of course, may 
not hold true in the case that developed the fistula 
on the day of operation. There is little known about 
the postoperative urinary tract complaints as the 
follow-up is not adequate. The incidence of urinary 
tract findings must be increased in this group as 
Eddy and Miller’ report in their study of 200 un- 
complicated hysterectomies an increase of urinary 
tact symptoms from 58.5 to 72 per cent after sur- 
gery. Wishard and Megenhardt!® report only 59 
normal bladders out of 132 gynecologic surgical 
tases. These patients were studied from six months 
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to ten years later but had no preoperative study. 
In spite of these reports, the bladder is capable of 
withstanding considerable damage without severe 
complications, as is shown in the case reported by 
Bowles! who delivered an infant through both walls 
of the bladder during a cesarean section without 
entering the peritoneal cavity. This patient had an 
uncomplicated postoperative course and was free 
from urinary tract symptoms five months later. 
Michels? reports 155 bladder injuries in World War 
II and in no instance was there any serious com- 
plication when there was not an associated bowel 
injury. 

Rosenfeld!? reports four injuries to the bladder, 
one of which was not recognized. This patient died 
72 hours later, and the diagnosis was not made until 
the postmortem examination. In the three remaining 
cases repair was effected and these patients made 
an uneventful recovery. He recommends the use 
of a retention catheter in place during surgery 
arranged with an infusion bottle to enable an 
assistant to empty and fill the bladder in order to 
see better the limits of the organ and to ascertain 
its continuity more easily. This procedure hardly 
seems necessary although there is no particular harm 
in carrying it out. Methylene blue and sterile milk 
have also been used. These procedures probably 
would not have revealed the injuries that resulted in 
fistulae in the present series. A catheter in place 
may be worth while, but more important is careful 
inspection of the tissues dissected, particularly the 
portion of the bladder freed from the anterior sur- 
face of the uterus. A bladder injury sustained in 
opening the abdomen would most often be due to 
a full bladder and would be demonstrated easily by 
the flow of urine into the operative field. 


In the present series of bladder injuries the only 
consistent finding indicating the injury was hema- 
turia. The symptoms listed by Stevens:!3 tenderness 
in the suprapubic area, frequency, retention of urine, 
dysuria, pain in the loins and signs of peritonitis 
were no more frequent than in the uncomplicated 
operation. Lack of urinary output, not found in the 
present series and not mentioned by Stevens, should 
be one of the most important findings indicating an 
intraperitoneal injury. 


TREATMENT 


The most important factor in the treatment of 
urinary bladder injuries is to recognize and repair 
them. The mode of repair seemed to make little 
difference. Light weight catgut was used in every 
instance. Some of the bladders were closed with a 
single row of sutures and some with three. More 
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often two rows were used, the last row being some 
inverting type. Re-establishing the continuity of the 
bladder is the most important factor and it did not 
seem to make any difference whether the bladder 
mucosa is included or not. 


The retention catheter is important and was used 
in every case. The length of time the catheter re- 
mained in place did not seem to influence the post- 
operative course. Five to seven days seem to be 
adequate from the review of the present series. 

Bladder irrigations were carried out on every case 
in this series, but this seems to be an unnecessary 
procedure in spite of the fact that there were no 
ill effects in most of the cases. It would seem more 
rational not to stimulate or irritate the bladder in 
any way during the healing process. The important 
point is to be sure the catheter is draining. 

The value of chemotherapy and antibiotics is not 
brought out in this study but it seems like a most 
worth-while adjunct. There is little question that 
many of the urinary tracts are not free from infec- 
tions as is evidenced by Eddy and Miller’s report 
already mentioned. 


SUMMARY AND CONCLUSIONS 

(1) Sixty-one bladder injuries are analyzed as 
to morbidity, hospital stay, catheters, irrigating solu- 
tions and chemotherapy. 

(2) The diagnosis, treatment, mode of repair and 
value of irrigations are discussed. 

(3) A brief review of the literature is presented. 

(4) Bladder injuries incident to gynecologic sur- 
gery are not serious providing the injury is recog- 
nized immediately. 
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DISCUSSION (Abstract) 


Dr. Edwin P. Solomon, Louisville, Ky—Dr. Golden says 
that he made no attempt to determine the incidence of these 
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accidents; but in deference to my colleagues in Louisville, 
many of whom are here today, I wish to take this oppor- 
tunity to state rather proudly that in the same ten-year 
period at the Louisville General Hospital our incidence has 
been approximately one-third that reported by Dr. Golden 
today. 

In New Orleans more extensive pathology may be en- 
countered. Dr. Golden very tactfully left out any com- 
parison between the number of injuries sustained by trained 
gynecologists as compared with general surgeons. That 
information would be very interesting. 

Unfortunately, all of us, I think, encounter injuries to 
the bladder occasionally, and certainly we should be re- 
minded of the seriousness of these injuries if they are 
unrecognized. 

The infra-umbilical incision is being made so frequently 
today upon so many women that care is sometimes sacri- 
ficed for speed. Occasionally, when bladders are injured, 
the injury occurs at the time of incising the parietal perito- 
neum. I believe it not trite to warn at this time of the 
importance of incising the peritoneum only to the point of 
translucency. 

Certainly at all times one must be prepared to vary 
his technic of hysterectomy, or vary the routine or what- 
ever procedure is contemplated. Often the anatomy is dis- 
astrously distorted by the pathology present, or as the 
result of previous surgical rearrangement of tissues. I think 
it is well to remember the statement once recorded, “It is 
important to know anatomy, but even more important to 
know what one is cutting.” 

With the increasing popularity of the radical Wertheim 
type of hysterectomy, surgeons must be even more alert 
to avoid injury to the bladder. In this operation, where 
extensive disengagement of the bladder and ureters must 
be effected, one can anticipate damage to the bladder wall 
as a result of interference with the blood supply. 

Following extensive surgery, such as-this, and following 
less radical procedures where the dissection has been tedious, 
we think it is most important to avoid overdistention of 
the bladder postoperatively, and prevent fistula formation 
as a result of pressure necrosis. 

The essayist reports that in no instance where perforation 
was recognized did a fistula occur. This is almost in- 
variably true in all reports on this subject. Certainly one 
must carefully investigate the integrity of the bladder when 
dissection has been difficult. Fistula formation follows 
operations where perforation has been unrecognized, when 
the bladder has been severely traumatized and pressure 
necrosis occurs, when repair is faulty, or when an injured 
bladder is allowed to become overdistended in the early 
postoperative days. 

We certainly agree with the authors that there is little 
or no therapeutic value in irrigating solutions, and their 
sole purpose is to maintain adequacy of the catheter lumen. 
We prefer boric acid and normal saline solution. 

Contrary to Dr. Golden’s findings, there has been a higher 
morbidity in the few cases we have seen where perforation 
was unrecognized. In the recognized cases of perforation 
there has been no unusual elevation of temperature, pro- 
longed hospital stay, or other evidence of morbidity. 

In the cases we have encountered, since streptomycin 
has been part of our armamentarium, we have used it rou- 
tinely postoperatively, and on occasion have given sal- 
fonamide therapy when it seemed indicated. It is our 
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routine to allow the catheter to remain in the bladder for 
ten days; varying this a few days is probably of no import. 

Perforation was the only injury the authors discussed. 
There is another infrequently encountered and less serious 
but nevertheless disconcerting injury that sometimes occurs, 
namely, strangulation of the bladder neck. Occasionally in 
an anterior repair and repair of a urethrocele or cystocele 
we have seen the pubovesicocervical fascia drawn too tightly 
by suture or sutures, with resulting constriction at the neck 
of the bladder. Even though an indwelling catheter is left 
in these bladders for several days, the cases frequently 
require repeated dilatations before one can restore normal 
voluntary emptying of the bladder. 

Certainly in vaginal surgery there is more trauma to the 
bladder than is frequently realized. Often patients go for 
many days before they are able to void voluntarily and 
spontaneously. In these cases one is seldom able to demon- 
strate any bladder pathology, any pathology at all of the 
urinary tract, even on thorough urologic study. 


As Dr. Golden brought out, certainly the bladder can 
withstand much punishment; but it can be perforated, and 
fistulae do develop from pressure necrosis when there has 
been excessive trauma. 


Very few of us have the courage to go back over a large 
series of cases in our own institutions and see how many 
injuries and accidents we have had. 


Dr. Golden (closing).—In answer to Dr. Solomon’s ques- 
tion upon comparison of the number of accidents by the 
various members of the staff, as to their qualifications, I 
am sorry to admit that the accident rate is about equal 
between the resident staff and the visiting staff. However, 
I believe the visiting staff is operating upon the more 
difficult cases. 

In this series there was none done by the Wertheim 
procedure. We purposely did not include ureters in this 
paper, nor the repair of the resulting fistula. I felt that 
was a subject within itself. 


MANAGEMENT OF CORD BLADDER* 


By G. Mapison Roserts, 8r., M.D., 
GriBert M. Roserts, Jr., M.D., 
Aucustus McCravey, M.D., 
and 
WALTER E. Borum, M.D. 
Chattanooga, Tennessee 


There has been considerable improvement in the 
management of “cord bladder” cases in recent years. 
This is due to several factors, mainly, improved 
chemotherapy and the knowledge gained from the 
unfortunate opportunity to observe a large number 
of patients so afflicted due to injuries received 
during the last war. 


*Read in Section on Urology, Southern Medical Association, Forty- 
Third Annual Meeting, Auspices Campbell-Kenton County Medical 
rad of Northern Kentucky, held in Cincinnati, November 14-17, 
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I refer you to Dr. George Prather’s monograph 
entitled “Urological Aspects of Spinal Cord In- 
juries,” for an excellent review and summation of 
results of various forms of treatment that have been 
used most recently. This monograph also contains 
a complete and up-to-date bibliography on the sub- 
ject. Very little can be added to his suggested forms 
of treatment. 


The purpose of this paper is to relate our experi- 
ences with our method in applying the principles of 
treatment that have been previously advanced. Our 
cases for this study were derived from a civilian 
practice and present problems often not encountered 
by those who have done most of the writing on this 
subject. One of our problems, and most of you 
have the same one, is that our cases must be cared 
for in civilian hospitals where trained personnel is 
not always available and where we have a rapid 
turnover of house staff and nurses. This naturally 
calls for simplicity of treatment. The economic 
factor also frequently presents a problem and very 
often parts of the treatment must be delegated to 
members of the family. Very obviously most of the 
systems of tidal drainage cannot be used under 
these circumstances. Cystometry, which we consider 
essential, if applied, has to be done by one of us and 
this can be very time-consuming when one’s cases 
are distributed in three hospitals and situated in 
various sectors of those hospitals. 


Before a description of our method is made let us 
state that we realize that the outcome of the patient 
depends almost directly upon the type and site of 
the spinal cord lesion and the primary neurologic 
treatment. In respect to neurologic treatment, some 
of these cases of spinal cord injuries had a lam- 
inectomy performed at the earliest moment advis- 
able and it is believed that by so doing many with 
partial lesions of the cord were saved from the fate 
of having their lesions extend and for all purposes 
become complete. The importance of decompression 
of nerve tissue that has been subjected to trauma 
cannot be underestimated. Simultaneous ligation of 
the superficial femoral veins is thought to result in 
fewer emboli and a lowering of the morbidity and 
mortality. 

The simple apparatus which we use was applied to 
37 cases of spinal cord injury with bladder involve- 
ment. In addition there were 8 cases of spinal cord 
tumor (both primary and metastatic), 4 cases with 
obstructing discs and a patient with spinal cord 
encephalomyelitis following antirabic therapy. 


For your information this apparatus was also used 
in 14 cases in which a spinal cord lesion was not 
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demonstrated but the patient had a so- 
called “atonic bladder’ and benefited 
from its use. In this latter group are 7 
patients, mostly elderly women, who 
had large cystoceles over a long period 
of time and were unable to void after 
satisfactory repair; also 4 men with 
long-standing prostatic obstruction who 
were not completely relieved by pros- 
tatectomy; 2 patients, women with 
bladder neck obstruction and spinal 
cord lesions, probably large protruding 
discs, and another woman with atonic 
bladder of undiagnosed etiology in 
spite of all our efforts. This makes a 
total of 60 cases. 

This series is too small to attempt to 
evaluate the end results by a statistical 
table. Please accept our statement that 
we felt that the end result as applied 
to each individual was very satisfactory 
and we believed that each individual 
benefited as well as could have been 
expected with more elaborate methods 
of treatment. 


Fig. 1 shows the apparatus that was used at the 
first sign of bladder involvement in the above cases. 
You will note that all of this equipment is readily 
available and easily assembled in any general hos- 
pital. It consists of an irrigating type 5 cc. balloon 
catheter (we prefer size 18 F.), a Y glass connector, 
an irrigating jar with attached Murphy drip, a glass 
tube approximately 30 cm. long, rubber tubing and 
urine receptacle. Fig. 2 shows the apparatus in use. 


The irrigating fluid is zephiran® 1:20,000 solu- 
tion. We have tried several and at present use this 
because it is nonirritating and it has a bacterio- 
static effect. One word of caution about any solu- 
tion: beware of irritants. We allow this to drip at 
5-6 drops per minute increasing the flow only when 
special occasion arises. 


Note the position of the Y glass connector which 
is inverted and located at approximately the level 
of the bladder. The exact position varies with each 
patient but is so placed that each inspiration raises 
the level of the drainage so as just barely to spill 
over a few drops. This position will vary somewhat 
from day to day. The reasoning behind this is that 
the top opening prevents a siphonage effect, and the 
bladder is not pulled into the distal openings, thus 
plugging the catheter and traumatizing the bladder 
wall. Additionally, fluid is always maintained in the 
bladder and the bladder volume is constantly chang- 
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ing with each respiration which we feel prevents con- 
tracted bladder. The Y tube so placed will routinely 
leave from 50-100 cc. in the bladder. 


The glass tube is connected to the upright pole 
of the Y tube. This we use to estimate the expulsive 
force of the bladder and to give bladder exercises. 
If desired, cystometric studies can be made by cali- 
bration of the cylinder. In some cases we have used 
the mercury cylinder from a sphygmomanometer. 
We have not referred to the size of the tubing and 
connector purposely but always use the same size. 

Note that the position of the entire apparatus 
attached to the stand is in view and reach of the 
patient. This is important. 


The next step in the use of this depends upon the 
condition and ability of the patient to comprehend 
and cooperate. We explain the bladder problem and 
the apparatus as much as possible. As a rule in 
spinal cord injuries this is on the fourth or fifth day. 
As soon as the condition permits we start on bladder 
exercises. This is done by pinching off the drainage 
tube that leads to the receptacle and having the 
patient attempt to void. He can see the column of 
urine rising in the upright tube. He is instructed to 
raise it to the top as rapidly as possible and to go 
through this motion several times every 2 or 3 hours 
when awake. 


His ability to fill the tubing is called expulsive 
power by us. Others have called it maximum volun- 
tary pressure. We particularly note whether or not 
there is a rapid or slow rise, the amount of effort 
the patient has to apply to obtain the result and 
the height of the column of urine. We describe the 
effort as good, moderate, poor or no expulsive 
power. A rapid rise of fluid with very little effort 
is called good, a slow rise even to the top is mod- 
erate, and an even slower rise in which considerable 
effort is expanded is called poor. These, of course, 
are relative terms and lack the exactness one could 
learn from true cystometry but we have learned that 
a patient with good expulsive power can void and 
empty his bladder; that patients with moderate ex- 
pulsive power can void but may not be able to empty 
their bladder. The poor cases, as a rule, are not able 
to void at all. The same is true if no expulsive 
power is shown. 


We have been pleasantly surprised in several ways. 
The chief personal satisfaction is that from day to 
day observing the patient’s efforts we are able to 
predict the outcome slightly in advance. Patient 
cooperation is easy to obtain and the patient’s gen- 
eral attitude seems to improve when he feels that he 
is able to play some part in his treatment. We were 
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impressed with the beneficial effect of the so-called 
bladder exercises in both new and old cases; in fact, 
from a clinical standpoint we had to credit this 
with the rehabilitation of the bladder in several 
cases. This did away with the old method of trial 
and error of removing the catheter and “seeing 
what the patient would do.” Naturally, there were 
instances in which satisfactory voiding was never 
accomplished but likewise we were able to predict 
this. In this latter group we always “gave a try” 
at removal of the catheter but our predictions were 
always right. 

On a few cases our prediction was that the patient 
could void and then on removal of the catheter he 
could not. Without exception these patients were 
candidates for resection of the bladder neck and 
were able to void successfully when this was done. 
This has led us to believe that this is a diagnostic 
test as to whether or not resection is indicated. 
Three of our cases gave a beautiful demonstration 
of this and presented a factor that is rarely en- 
countered in military practice and forcibly called 
our attention to the possibility that a patient could 
have bladder neck obstruction before his cord lesion 
existed. Two of these were benign prostatic hyper- 
trophies and one was a congenital bladder neck con- 
tracture in addition to their spinal cord injuries. 


This same principle was used in cases other than 
spinal cord lesions, and it is thought worth while 
to include them in this discussion for they demon- 
strate the effectiveness of this diagnostic aid and 
treatment when it is assumed that the cord is intact. 


Case 1—We were called to see a 50-year-old woman who, 
four weeks previously, had a repair of a cystocele and 
rectocele and since surgery had been unable to void in 
spite of a multitude of measures. These included urethral 
dilatations, instillations of irritants, and allowing to distend 
greatly. Her past urinary history was negative and there 
was only one significant finding in going over her hospital 
chart and that was that she had been allowed to distend 
to 1,500 cc. immediately postoperatively while sedated. 
Before doing a cystoscopy, this apparatus was instituted 
and her expulsive power was recorded as poor. She was 
placed on exercises and there was improvement to moderate 
the next day. Cystoscopy was delayed and 48 hours later, 
expulsive power was recorded as good. The catheter was 
removed and this patient was able to void satisfactorily 
thereafter. A check revealed no residual. This was thought 
to be an atony of the bladder produced by the over- 
distention and corrected by the bladder exercises. We have 
had 6 other almost identical cases. 


Case 2—A 40-year-old woman was seen because of right 
kidney pain. She had been under treatment several times for 
this over a period of years but without urologic diagnosis 
or examination. On further history she said that she had 
had difficulty in voiding as long as she could remember 
and at present was using a catheter upon the advice of 
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a physician. This had been going on for 9 months. Further 
analysis of her pain showed a distribution over the right 
urinary tract and down her thigh to her knee. The upper 
urinary tract was normal on pyelography and an hyper- 
trophic lesion was found at the bladder neck. Pantopaque® 
myelography revealed a large defect at L I and a smaller 
protrusion at D 10. Good expulsive power of the bladder 
was noted and a resection was done with removal of 8 
grams of tissue. Voidings have been normal and she empties 
her bladder. She, thus far, has not submitted to neurologic 
surgery and she still has her pain. We have had two patients 
with almost this same clinical picture. 


The above cases demonstrate the application of 
this procedure in cases other than primary spinal 
cord lesions and its use as a diagnostic aid. 

Care of the patient with spinal cord injury re- 
quires full cooperation between the neurologist and 
the urologist. The neurosurgeon sees the patient 
first and he calls for the urologist. In doing so he 
requests and expects: 

(1) That sepsis and uremia do not intervene. 

(2) That the patient be kept dry. 

(3) Inasmuch as possible that normal voidings 
are obtained. 

(4) That he be given a fairly accurate prognosis 
in regard the eventual outcome of the bladder. 

On the other hand the urologist must know: 

(1) The location and extent of the lesion and 

(2) The neurologic progress from day to day. 


There is a dual responsibility in the general care 
of the patient; this in particular refers to the pre- 
vention of decubitus and pulmonary infections. 


In order to obtain these results the urologist wants 
to see the patient early in the disease. Nothing is 
more disheartening than to be called to try to re- 
habilitate a patient’s bladder who has a massive 
pyuria and a diffuse upper urinary tract infection. 


Keeping the patient dry almost in itself requires 
an indwelling catheter. I mention Crede and allow- 
ing to distend and overflow only to condemn. These 
methods invite uremia and uremia is not conducive 
to satisfactory healing at the site of a decompressing 
laminectomy. Retention in the cord bladder is more 
damaging to the upper urinary tract than retention 
which we have in the obstruction cases because of 
the greater intravesical pressure that is maintained 
in cord bladder. The indwelling catheter leads to 
infection but with the antibiotics available today 
we can at least keep the infection under control. 


The choice of the chemotherapeutic agent depends 
upon the organism present and the results of sensi- 
tivity tests. This calls for periodic cultures. Rou- 
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tinely these patients have received penicillin but 
other drugs have been used as occasion arises. 


In complete section of the cord the bladder will 
eventually go through the three stages described by 
Prather, which are directly dependent upon the site 
of the lesion. Urologically, the patient is to be 
guided through these stages maintaining a positive 
nitrogen balance and prevention of infection of the 
bladder wall. In none of our cases has a contracted 
bladder resulted and we think this is due in part 
to the positioning of the Y tube as illustrated. It 
is desired in these cases to reach a point where the 
bladder is able to effect an efficient and forceful 
voiding that will empty the bladder without in- 
continence. One can determine when this stage is 
reached by the use of this apparatus. This is done 
by clamping off the drainage end of the Y tube and 
having the patient observe the action of the column 
of urine in the upright tube. At 3-4 hour intervals 
he attempts to void and if a good expulsive power 
is noted (even voluntary or involuntary), the cathe- 
ter may be removed and successful voidings ex- 
pected. 


There are some who advocate transurethral re- 
section of the bladder neck to hasten this stage and 
we have found this a very useful procedure. How- 
ever, the results are dependent upon the ability of 
the bladder to demonstrate a good expulsive force. 
If the patient has good expulsive force and is unable 
to empty his bladder upon removal of the catheter, 
good results may be expected from resection. Like- 
wise the results will be poor if there is no expulsive 
power present. The results of transurethral resec- 
tion are directly proportional to the expulsive power 
demonstrated. In addition one must observe and 
be sure that the voidings upon removal of the 
catheter are commensurate with the estimations of 
expulsive power. This was called to our attention 
by one of our mistakes. 


Case 3.—A 35-year-old man was seen for the first time 
6 months after he had suffered a spinal cord injury in a 
mining accident. Neurologically, the lesion was complete 
and was at 12 D. He was in a fair nutritional state and 
was wearing a catheter. His urine was grossly infected. 
He improved with general measures, his bladder capacity 
was increased and infection diminished. There was a gradual 
response to bladder exercises and at the end of one month 
expulsive power was good. This was voluntary. The catheter 
was removed and he was able to void. Voidings were not 
good, as expected, however, but with considerable effort he 
was able to empty his bladder most of the time. He was 
allowed to leave the hospital and was observed three months 
later. At this time, again there was gross urinary infection, 
although the patient was able to show how well he could 
now empty his bladder. He was using manual pressure 
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We inserted a catheter and again he had an excellent ex- 
pulsive force. On cystoscopy we found a bladder neck 
obstruction and a bilateral pyonephrosis. Later we were 
able to resect this man and now he voids well with not so 
much effort but the damage has already been done to the 
upper urinary tract. We had the information that this man 
should have been resected long ago but did not realize it. 
Of course, cystoscopy would have told the same thing. 


The value of this method of treatment is best 
illustrated in partial or temporary lesions of the 
spinal cord. Immediately following injury spinal 
shock ensues and it is frequently impossible neuro- 
logically to determine whether or not the lesion is 
a complete transection or not. Laminectomy will 
give this information but there is always that ele- 
ment of doubt as to whether or not a traumatized 
cord is going to recover its function. Then, too, if 
neurologically the patient is recovering, one must 
remove the catheter and without cystometry this is 
a hit or miss proposition as to the optimum time. 
By using this apparatus one can tell to the day when 
the patient will be able to void satisfactorily. The 
following case demonstrates this: 


Case 4—A 35-year-old woman was seen immediately 
following an automobile accident in which she received a 
fracture of C 5. She was in shock and there was complete 
paralysis and loss of sensation from D 2. She recovered 
from shock with the usual procedure plus having a laminec- 
tomy. A severed cord was not demonstrated but trauma 
was present. Three days later she was able to cooperate 
and observations were made on the expulsive power of her 
bladder. This was poor at the onset but gradually improved 
from day to day. Neurologically, she began to improve 
too, but her bladder improvement preceded her neurologic 
improvement. Eventually, on the tenth day, we were able 
to remove the catheter upon obtaining satisfactory response 
to “bladder exercises” and she voided without difficulty 
and with perfect control. She made a complete neurologic 
recovery. Immediate laminectomy is thought to have been 
life saving in this instance. 

We do not advocate this plan of treatment to 
replace any satisfactory method that you may now 
be using. It is suggested, however, if simplicity is 
desired and if for some reason or other you are 
having difficulty with maintaining the more com- 
plicated tidal drainage apparatus. We do feel by 
its continual use that we can obtain nearly all the 
information that cystometry would give. We do 
feel that the bladder exercises that have been de- 
scribed are a most valuable adjunct to the care of 
these patients and urge you to use this form of 
therapy before giving up and resigning the patient 
tither to a catheter life or to a life of incontinence. 
In our small number of cases infection has been 
less than expected. We also feel that by use of this 
method of treatment we have been more exactly 


ROBERTS ET AL: MANAGEMENT OF CORD BLADDER 


791 


informed on the day-to-day status of the bladder in 
these individuals. 


SUMMARY 


(1) The application of a simple method of man- 
agement of cord bladder has been presented. 


(2) Catheter drainage and bladder exercises have 
been advocated. 


(3) The use of this apparatus as a diagnostic aid 
to determine whether or not transurethral resection 
of the bladder neck is indicated has been demon- 
strated. 


(4) Its effective use in “bladder atony”’ without 
spinal cord disease has been presented. 


DISCUSSION (Abstract) 


Dr. R. Carl Bunts, Richmond, Va—Dr. Roberts uses 
continuous irrigation with a raised loop in order that the 
bladder may be partially filled. 


In using this type of apparatus soon after injury for 
bladder training it is necessary that the lesion be at such 
a level that the abdominal muscles remain intact and that 
spinal shock be of only short duration. Spinal shock may 
last from a few hours to 20 months. It has averaged 5% 
months in our series of 487 cases. If the lesion be high or 
spinal shock is present for a long period of time bladder 
training will be more successful by tidal irrigation. 


Dr. Roberts’ apparatus will allow the charting of the 
maximum voluntary pressure curve but he does not tell us 
whether he also obtains a passive curve which is the only 
true criterion of detrusor muscle activity. 


If a given amount of fluid is introduced into the neuro- 
genic bladder, say 50-100 cc., which is the quantity present 
at all times in Dr. Roberts’ cases, and if the abdominal 
muscles remain intact, straining will give in all instances 
a rise in the pressure curve. This is accomplished by the 
increase in intra-abdominal pressure in turn exerting pres- 
sure on the partially-filled bladder. 

One may be dealing with an autonomous bladder which 
is entirely divorced from the central nervous system and 
a high curve may be obtained on straining but when the 
catheter is removed it will be found that the patient cannot 
empty his bladder. If a cystometric is performed and a 
passive curve obtained the cause will be evident, the curve 
revealing weak, insufficient emptying contractions. 

It must not be forgotten that abdominal pressure alone 
will not force the internal sphincter, and contraction of the 
detrusor muscle is necessary in order to bring about a 
reciprocal opening of the sphincter. 

It is very gratifying to find a civilian group that prefers 
the use of urethral catheter drainage. There is still much 
controversy between those who advocate urethral catheter 
drainage and a number of urologists who believe suprapubic 
drainage should be used as it will prevent urethral, bladder 
and renal sepsis. A few go so far as to state that supra- 
pubic drainage should be made permanent. Of course, re- 
habilitation could never be accomplished in such cases. 

We are of the opinion that suprapubic drainage does not 
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prevent bladder and renal sepsis but that in many cases it 
prolongs the period of recovery and is seldom necessary. 
There are rare exceptions such as the quadriplegic who 
cannot handle a urinal. 

The suggestion that it be used in war casualties with 
paraplegia to facilitate transportation might have applied 
to those cases handled during World War I, but with rapid 
air evacuation used in the later part of World War II, 
especially in the Pacific, suprapubic drainage was not only 
unnecessary but delayed evacuation in many instances. 


The incidence of urethral and genital sepsis is in direct 
proportion to the expertness of the care and size of the 
catheter used for drainage. We have been fortunate enough 
to have the same personnel over a period of 3% years and 
with their accumulated experience and knowledge and by 
the use of No. 16 F. 5 cc. Foley catheter, infection of the 
urethra and epididymis has been greatly reduced. 


If time permits I should like briefly to discuss the treat- 
ment and prevention of a few of the more common com- 
plications. 


As Dr. Roberts observed, a certain percentage of cases 
will be found to be unable to void spontaneously although 
cystometric studies reveal a capable detrusor. Further ex- 
amination in many instances demonstrates obstruction or 
spastic resistance at the internal orifice. Resection of the 
entire circumference of the bladder neck is then indicated. 
It has been found necessary in 73 of 487 cases with very 
good results. 


Recurrent attacks of pyelonephritis due to a mixture of 
organisms are controlled by chemotherapy, antibiotics and 
the forcing of fluids. Ureteropelvic drainage is seldom 
necessary. The percentage of cases in our series in which 
the urine is permanently sterilized has been small. A large 
number are found in which the urine will be free of pus 
cells but culture studies reveal organisms. 


As noted by all observers, renal calculi occur frequently 
in the first few weeks or months following injury. Stasis, 
infection and hypercalcinuria are the main etiologic factors. 
Stasis is controlled by frequent changing of the position 
of the body and the forcing of fluids. Hypercalcinuria may 
be partially controlled by muscular activity. When the 
patient becomes ambulatory or is able to be in a wheel 
chair or on a liter, calculus formation is no longer a prob- 
lem. None of our patients are allowed to use power-driven 
wheelchairs as the manual locomotion of their chairs is 
the only type of muscular activity that many will willingly 
attempt. 


Bladder calculi seldom occur in patients who are on tidal 
irrigation and are of very little consequence. If present, 
they are easily removed transurethrally. Although it is 
possible, it is a waste of valuable time to attempt to dis- 
solve calculi by buffered acid solutions. 


Vesico-ureteral reflux with resulting hydro-ureters and 
hydronephrosis has occurred as a late complication in 31 of 
our cases. On analysis of these cases it was noted that 
their early treatment left much to be desired. We are of 
the opinion that vesico-ureteral reflux is not of nerve or 
obstructive origin but results from inflammatory fibrosis 
with loss of elasticity and fixation of the ureteral meatus. 
We have re-implanted the ureter into the bladder in 5 
cases, two of which lost the ureteral reflux. Nephrostomy 
has been used on several occasions and has arrested the 
destructive process. 
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PANNICULITIS* 
REPORT OF CASES 


By Puy.uis E. Jones, M.D., 
Joun H. Lamps, M.D., 
and 
Leon M.D. 
Oklahoma City, Oklahoma 


The superficial fascia of the body covering, which 
is more or less impregnated with fat, is known as 
the panniculus adiposus. Inflammation of this 
fascial layer is called panniculitis or subcutaneous 
fibrositis. It is uncertain whether the pathologic 
changes in the tissues are primary or are secondary 
to some other process. These changes are some- 
times limited to the adipose tissue; again, the altera- 
tions will be most noticeable in the subcutaneous 
fat, although not necessarily restricted to this layer 
of the body surface. In perusing the literature one 
finds but little agreement as to what conditions 
should properly be classified as panniculitis. So it 
seems best to use this term in a general sense, 
to encompass all pathologic states involving the 
subcutaneous fat. 

It was Pfeifer! in 1892 who first described the 
disease which is now known as “relapsing febrile 
nodular nonsuppurative panniculitis” or “Weber- 
Christian disease.” Gilchrist and Ketron’ made the 
second report in 1916. Weber’s* account of the 
first patient he encountered was given in 1924. 
Christian’ in 1928 added the term “febrile’’ when 
he reported his case, pointing out that fever is an 
important symptom. Following these last two pub- 
lications the condition began to be known as 
‘“‘Weber-Christian disease.” 

In 1937 Bailey® reviewed the literature and 
added five cases of his own. He listed the chief 
clinical and histologic characteristics of the disease 
as follows: 

CLINICAL FEATURES 

(1) Recurrent attacks of malaise and fever of widely 
varying degree, accompanied by subcutaneous nodules. 

(2) Most of the patients are adult women. 


(3) Subcutaneous nodules appear on the trunk or ex- 
tremities, but mainly on the thighs. 


(4) There is a tendency to atrophy of the subcutaneous 
tissues, with resultant depression at the site of involution. 
HISTOLOGIC FEATURES 


(1) Edema and necrosis involving primarily the sub- 
cutaneous fat. 


*Read in Section on Dermatology and Syphilology, Southern Medical 
Association, Forty-Third Annual Meeting, Auspices Campbell-Kenton 
County Medical Society of Northern Kentucky, held in Cincinnatl, 
November 14-17, 1949. 
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(2) Cells phagocytic for fat, diffuse in appearance; a 
few cells are multinucleated. 

(3) Very limited fibroblastic stimulation. 

(4) Notable absence of epithelioid nodules. 

(5) Infrequent severe vascular changes. 

(6) Primary involvement of the entire fat nodule. 


In the twelve years since Bailey wrote, a number 
of additional cases have been published, but no 
important changes in the clinical and _ histologic 
characteristics have been noted. The latest of such 
reports to come to our attention is that of Lever’ 
who mentions that up to the time he wrote, thirty- 
three cases of relapsing febrile nodular nonsuppura- 
tive panniculitis had appeared in the literature. His 
own paper contained an additional report, but is 
otherwise largely based on that of Unger. We 
wish to report three further cases of panniculitis, 
one fatal case of generalized panniculitis (atypical 
Weber-Christian’s disease), and two of fat necrosis 
in the newborn. 


Case 1—A housewife, 52 years of age, was admitted to 
Wesley Hospital, Oklahoma City, February 23, 1946 com- 
plaining of painful, draining, ulcerated lesions over the 
body which first appeared in December 1945. She gave a 
history of bruising her right leg 15 years previously when 
a hard area formed on the lateral surface of the right thigh 
which remained slightly painful for about a week but 
was not severe enough to demand medical attention. Some 
six years later she noticed a firm nodule in the left breast 
extending to the left axilla. The area was not reddened but 
was swollen and sore to the touch. For two weeks she had 
a low-grade fever and general malaise and when the nodule 
failed to disappear at the end of two weeks she consulted 
her physician. He removed a mass which was reported as 
a benign fatty tumor. From this time at irregular intervals 
“knots” developed on her arms and legs which were very 
tender and usually accompanied by a rise of temperature. 
She was never acutely ill but would “feel bad” for a few 
days. 

In December, 1945, two months before entrance to the 
hospital she had received five x-ray treatments for meno- 
pausal bleeding. Three days after the fifth treatment, four 
or five tender nodules appeared on her head. A week later 
similar lumps were generalized all over the body, the largest 
on the inner aspect of the right thigh. Although menstrua- 
tion had ceased, she was given two more x-ray treatments 
and thereafter became very ill. About a week later a huge 
furuncle developed in the right buttock for which penicillin 
was given. She was admitted to a local hospital whence 
she was transferred to Wesley Hospital. 


Physical examination showed a_ well-developed obese 
female of given age; there were no abnormal findings 
other than the skin lesions. On the buttocks and thighs 
there were nodules covered by reddened skin; the centers 
of the nodules were soft. On the right buttock and in the 
perianal region a necrotic lesion deeply indurated with ex- 
posed fat tissue was draining an oily, blood-tinged material. 
Extending around the patient’s left side was an extensive 
area of ulceration irregular in outline, with indurated edges 
slightly undermined revealing fatty tissue from which a 
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yellowish-gray, blood-tinged exudate containing fat globules 
was oozing. On the left thigh was a large, denuded spot 
surrounded by thin, atrophic skin. There were two healed 
but atrophic lesions on the right upper arm and flexor 
surface of the right forearm, indicating the reparative 
process which several writers have noted, with tendency to 
atrophy of the subcutaneous tissues after involution. 

Blood count and urinalysis were essentially normal and 
blood serologic tests negative. Blood sugar was 107 mg. per 
cent; non-protein nitrogen was 31.5; blood cholesterol 147; 
total protein 3.36; blood chlorides 300 mg.; and_ basal 
metabolic rate plus 22 per cent. Smears from the lesions 
revealed no acid-fast bacilli, but gram-positive diplococci 
and staphylococci were in evidence. Cultures for fungi were 
negative as were smears and cultures of the blood. 

Determination of serum lipoids (Dr. H. O. Nickolas, 
3/27/46): 


Normal 
..810 mg./100 cc. 700 mg./100 cc. 
Total cholesterol —..... 250 mg./100 cc. 150-200 mg./100 ce. 
Phospholipids 275 mg./100 cc. 140-280 mg./100 ce. 
Neutral fats, fatty acids...287 mg./100 cc. 290-420 mg./100 ce. 
Free cholesterol 180 mg., 64 per cent 
Cholesterol esters —........... 90 mg., 36 per cent 80-150 mg. 


Microscopic findings as reported by Dr. Zola Cooper on 
a biopsy specimen taken from the buttock lesion were: 
(1) perivascular edema and dilatation of the blood vessels 
in the dermis; (2) thickening of the walls of certain vessels 
with some hyalin degeneration; (3) diffuse infiltration by 
inflammatory cells, polymorphonuclear leukocytes, lympho- 
cytes, plasma cells and large macrophages (lipophages) in 
the dermis and subcutaneous fat; (4) early abscess forma- 
tion and edema; (5) lipophages numerous in the sub- 
cutaneous fat; Wucher atrophy in the subcutaneous fat but 
no definite evidence of true fat necrosis (Fig. 1). 


The course in the hospital was progressively downhill. 
New lesions continued to appear on the arms, abdomen, 
buttocks and thighs; large pieces of necrotic tissue sloughed 
out of the affected areas. The temperature varied from 99° 
to 104° but was below 101° most of the time. Penicillin, 
50,000 units intramuscularly, was given every three hours 
and was also used locally as a pack upon the necrotic area 


Fig. 1 
High power microphotograph from Case 1 showing cellular infiltrate 
of polymorphonuclear leukocytes, lymphocytes, plasma cells and 
lipophages in the fat. 
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after irrigation with a 1:10,000 solution of potassium 
permanganate. Whole blood transfusion was resorted to, 
also glucose solution intravenously, vitamins and other sup- 
portive measures. The patient became progressively weaker 
and died April 14, 1946 seven weeks after her entrance 
into the hospital. 


Postmortem examination (Dr. Floyd Keller): 

Gross Anatomic Findings —Both lower extremities showed 
marked pitting edema with questionable edema of the 
anterior abdominal wall. From the level of the umbilicus 
to a short distance above the knees there were counted 
twenty-two ulcerated patches, the largest measuring 30 cm. 
long by 6 cm. wide by 4 cm. deep, and the smallest 1 cm. 
in diameter. On the lateral aspect of the right thigh was 
one which measured 17 cm. at its widest diameter upon a 
base of muscle fascia. Between many of these ulcerated 
areas there were subcutaneous communications and in all 
there was extensive subcutaneous fat necrosis. Purulent 
material was present in small quantities. A deeply penetrat- 
ing ulcer immediately left of the anus extended for 8 cm. 
along the rectum, but visual and digital examination failed 
to show any rectal perforation. Ulcerations similar to these 
but smaller were in the right axilla and a larger one at the 
base of the left deltoid (Fig. 2). 

The pleura was everywhere smooth and glistening, the 
cavities containing no free fluid. The lungs were crepitant, 
yet had a “puffy feel” apparently due to pulmonary edema. 
When the lungs were sectioned, frothy, blood-tinged fluid 
escaped and the trachea and major bronchi were filled with 
a similar fluid. The heart and great vessels showed no 
abnormalities. 

The liver weighed 1,900 grams and extended one finger’s 
breadth below the right costal margin. Its cut surfaces had 
a waxy, “nutmeg” appearance. Along the gallbladder fundus 


there were a few adhesions but it was otherwise normal. No 
gross pathologic changes were in evidence in the pancreas. 

The spleen weighed 200 grams with a smooth, external 
surface save for a small white nodule in the capsule measur- 
ing 4 mm. in diameter. This nodule resisted cutting and the 
surfaces of the sections were white and homogenous. Though 
the stomach and major portions of the small intestine ap- 


Fig. 2, Case 1 
Some of the lesions at autopsy. 
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peared grossly normal, there was a thin-walled herniation 
approximately 30 cm. from the ileocecal valve, suggesting a 
Meckel’s diverticulum. The sigmoid was adherent to the 
posterior surface of the uterine fundus. The kidneys were 
slightly enlarged, the right weighing 240 grams and the left 
220 grams. Total lobulations were prominent but the 
capsule stripped easily and the cut surfaces showed moderate 
congestion without any other gross pathologic evidence. 
Ureters and bladder appeared normal and neither adrenal 
showed pathologic alterations. 

The right tube and ovary were absent; the left ovary was 
identified in a mass of fibrous tissue extending from the 
lateral margin of the uterus to the pelvic wall and embody- 
ing a portion of the sigmoid colon. No tube could be made 
out in this mass. The cut surface of the ovary displayed 
atrophic changes. In sections through the uterus the myo- 
metrium appeared normal but the endometrium was ex- 
tremely thin, atrophic and hyperemic throughout. 


Microscopic Findings —Lungs, pancreas and adrenals were 
normal. Liver sections revealed apparent destruction of 
the normal architecture of the lobules due to fibrous bands 
which divided the liver cells into abnormal lobules which 
did not show central veins. This fibrous tissue was markedly 
infiltrated with mononuclear cells and in many places 
necrosis had set in. In some sections this fatty degeneration 
was so pronounced that the tissue resembled fat. Slides from 
the spleen showed a focal area of scarring that extended 
down from the capsule to form a globular mass of cellular 
fibrous tissue. The spleen also showed considerable con- 
gestion of the sinusoids. The kidneys were relatively normal 
except for small cicatricial foci. Section of the ovary con- 
tained a healed peri-oophoritis but those of the uterus 
gave a normal myometrium and endometrium in the early 
proliferative stage. 


These findings resemble those reported by 
Shaffer? of his case of liquefying nodular pannicu- 
litis. In both the lesions began as small, deep, 
tender nodules which later involved the overlying 
skin which became red and violaceous. Fever was 
not a marked manifestation. Shaffer’s patient re- 
covered after two series of treatments with neo- 
arsphenamine and gold sodium thiosulfate. A fatal 
outcome, as in our case, seems to be unusual though 
Friedman!° reported one in 1945 under the title 
“Fatal Panniculitis.” His patient had recurrent 
crops of red and painful nodules on the legs, thighs 
and buttocks with a single one on the breast. A 
few of these lesions showed ulceration with forma- 
tion of superficial sinuses and purulent discharge. 
Where nodules regressed, depressed scars remained 
at the site. The death of Friedman’s patient re- 
sulted from staphylococcic septicopyemia but the 
course of the disease was very similar to that in our 
case, as were also the pathologic changes in the 
adipose tissue. Mostofi!! reported another fatal 
case in 1947. Autopsy on his patient showed fatty 
changes in the liver cells, necrosis and hemorrhage 
similar to those found in our patient. In Mostofi’s 
case, however, the panniculitis also involved the epi- 
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cardium as well as the peripancreatic, periadrenal, 
perirenal and mesenteric adipose tissue. 


It should perhaps be emphasized that our patient 
had noticed that the appearance of the nodules was 
associated with menstruation. Suppuration occurred 
only after a series of x-ray treatments given to curb 
excessive menopausal bleeding. It seems possible 
that the radiation may have upset the hormonal 
balance and this in turn changed the reaction in the 
fat tissue. In the removal of necrotic fat tissue, 
lipases and esterases undoubtedly play a part, and 
it is also possible that lipolytic enzymes may help 
locally to initiate the formation of lesions. Gomori!” 
showed by histochemical methods that lipase is 
present in the fat tissue and in giant cells and his- 
tiocytes but is absent from all necrotic tissue. 
Lymphocytes are said to have small amounts of 
lipase which cannot be demonstrated histologically. 
This may account for the localization of an active 
pathologic process in the periphery of the necro- 
biotic fat masses. 


Case 2—A female infant was born August 9, 1945 by 
normal spontaneous delivery, the first child of a diabetic 
Jewish mother age thirty-three years. The diabetes had 
been well controlled by insulin, and pregnancy had been 
without incident. 


Two days after birth an indurated, nodular, purplish-red 
patch appeared on the infant’s upper back and shoulders 
and for the succeeding six days the temperature varied from 
90° to 103.° The infant was given 5,000 units of aqueous 
penicillin intramuscularly every three hours for five days. 
On the third day the left ear began to drain and the tem- 
perature receded. X-ray showed a normal chest and there 
was no growth from blood culture. Blood count showed 
hemoglobin 15 grams; red blood cells 4,250,000; white 
blood cells 17,800; polymorphonuclear leukocytes 37 per 
cent; lymphocytes 63 per cent. 


Biopsy specimen from the back examined by one of us 
(Dr. Lamb) showed the following microscopic changes: the 
epidermis was rather wavy with a slight degree of keratosis, 
and some degeneration of the connective tissue of the cutis 
with a banal inflammatory reaction. Immediately beneath 
this was an extensive area of subcutaneous fat in which 
septal bands divide the fat lobules, the lobules being in- 
creased in number and edematous. There was extravasation 
of red blood cells in some places; some normal fat cells were 
present but often undergoing necrosis. At the edge of each 
septum the fat is infiltrated with lymphocytes and histio- 
cytes. Fat necrosis is in evidence in several places, the fat 
staining a pinkish color in which there are numerous needle- 
like crystals. Here the infiltration is more dense, crystals 
being more prominent toward the edge of the cell. A few 
oreign body type giant cells can be made out around the 
crystalline deposits (Figs. 3, 4, 5 and 6). 


Course —In about ten days the color began to fade from 
the child's back but even after two weeks considerable 
induration remained though the baby’s general condition 
proved. When a month old she was admitted to the hos- 
pital because of diarrhea and dehydration. At this time 
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some induration was still palpable over the back but when 
examined by her pediatrician at three months of age the 
induration was almost gone. She had no untoward reactions 
to immunization with pertussis, diphtheria and tetanus 
vaccines. 


Fig. 3, Case 2 
Early changes in fat tissue with beginning atrophy and inflammatory 
reaction in the fat (x160). 


Fig. 4, Case 2 
Range of fat tissue disturbance from early changes to area of fat 
necrosis and giant cell reaction (x160). 


Fig. 5, Case 2 
Dark-field demonstration of crystals, probably fatty acids or tii- 
glycerides (x160). 
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Fig. 6, Case 2 
Sudan iii fat tissue stain shows macrophages with fat intracellular 
and extracellular (x160). 

Case 3.—-This case is included through the 
courtesy of Dr. Leon Goldman who reported it 
before the Section on Dermatology and Syphilology 
of the Southern Medical Association in 1943 and 
presents it at this time to show the improved condi- 
tion of the patient. 


A white male infant was delivered spontaneously at full 
term. On the tenth day postpartum the mother died of fat 
embolism; no autopsy was done. At birth a peculiar con- 
dition of the infant’s skin surface was noted and reported 
by the pediatrician to be a firm, nodular, bluish mass about 
the shoulders. This was assumed to be a cavernous hem- 
angioma and was treated by x-ray therapy, the dosage being 


Fig. 7, Case 3 


—— bluish masses on back containing thin, creamy material 
(1943). 
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approximately 700 r. This did no good, so in September 
1943 the infant was sent for study to the Children’s Hos- 
pital where he remained until December 1943. After dis- 
charge he was followed in great detail by the staff of the 
Children’s Hospital. 


From time to time there were alterations in the skin con- 
dition, the cystic masses turning yellow and becoming less 
prominent though the nodular firmness of the soft tissue 
extended over the abdomen, buttock and lower legs. There 
was a mild, eczematous dermatitis of the cheeks. The severe 
anemia present at the original admission recurred from time 
to time despite whole blood transfusions (Fig. 7). 

White blood cells varied from 8,700 to 13,200; red blood 
cells from 1,780,000 to 3,300,000. Calcium was 11.2; phos- 
phorus 5.2; phosphatase 4.4 Bodansky units; serum 
cholesterol 324, and lipokrit index high 9.72 (normal 03 
to 0.5). Extensive calcification of the soft tissues of the 
shoulders and chest was revealed by x-ray. The gross 
specimen taken for biopsy showed a heavy white tissue; 
fluid from the cysts was thin and creamy containing 600 
mg. of cholesterol per 100 cc. The essential findings with 
the microscope were fat tissue necrosis with some fibrosis, 
foreign body cell reaction and calcification. Therapy con- 
sisted of general supportive measures including frequent 
transfusions and the addition of lecithin in soybean oil to 
the regular feedings. 

Elevation of temperature persisted until March 1944, 
an “irregular” fever of “septic type” reachi; 103° to 104° 
at times. Yet the condition gradually improved and the 
cystic and nodular areas disappeared without any therapy. 
By October 1944 there was only a small sinus on the left 
arm which discharged lipoid material but no pus. In Janu- 
ary, 1945, x-ray revealed only a few small calcifications 
remaining unabsorbed on the outer aspect of the left arm. 
The red blood cell count varied from 4,050,000 to 4,140,000. 
There were no reactions to toxoid injections or to inocula- 
tions of pertussis vaccine. 


Various factors have been named as _ possibly 
playing a role in the etiology of fat necrosis of the 
newborn. Fox's gives a long list of possible etiologic 
factors, among them “deficiency of olein in the adi- 
pose tissue, causing fat to solidify at a higher tem- 
perature than is usual for normal fat, possibly at 
normal body temperature.” Zeek and Madden" 
offer as the most plausible explanation in their case 
that the etiologic factor was some generalized dis- 
turbance of the maternal fat metabolism, antedating 
the child’s birth. The existence of diabetes in the 
mother or some possible nutritional deficiency fur- 
nishes interesting ideas. Our first child’s mother was 
a known diabetic, while in the death of the mother 
of the second child, fat embolism was suspected 
although not confirmed by autopsy. The mother of 
Zeek and Madden’s sclerema adiposum neonatorum 
patient was found to be diabetic a year before she 
gave birth to this child. Three normal children had 
previously been born to her. The infant died on 
the sixteenth day postpartum and the autopsy find- 
ings were similar to those in other fatal cases. 
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The hyperpyrexia was found to be due to an 
associated ear infection in Case 2; with the other 
infant the maintained elevation of temperature and 
anemia were apparently part of the fat tissue 
changes, since no secondary infection of the involved 
areas themselves or of other tissues was found. 
Thus the second child underwent a more severe type 
of change with greater local disturbance, entailing 
more systemic reaction. 

These cases offer additional proof of the close 
identity of fat tissue change irrespective of etiology. 
They are seen not only in sclerema neonatorum and 
subcutaneous fat necrosis of the newborn but also 
in adult conditions such as insulin fat atrophy, lipo- 
granulomatosis, traumatic fat necrosis of the breast 
and similar pathologic conditions. 


DISCUSSION 


Obscurity still surrounds the causal factors in 
Weber-Christian disease. Bailey has suggested that 
the condition represents a special reticuloendothelial 
response in which drugs, particularly iodides and 
bromides, may be a precipitating factor. The eti- 
ological importance of infective foci found in dental 
cavities and tonsils has been stressed by other 
writers. Lever points to allergy, either chemical or 
bacteriologic, as acting to produce a fat meta- 
morphosis and believes that this altered fat then 
acts as a foreign body in the tissues so that the re- 
sulting pathologic changes are in reality an inflam- 
matory foreign body reaction. 

This conception of a “foreign-body reaction” has 
found favor elsewhere. According to the observa- 
tions of Hess, unsaturated fatty acids bring about 
an active tissue response with the formation of a 
pericellular, often acid-fast, hyalin membrane ac- 
companied by a mobilization of foreign-body giant 
cells. Machacek!> took the position that once fat 
tissue becomes necrotic the fat will act as a foreign 


body and will then stimulate the production of ° 


inflammatory granuloma. 


It was Zeek’s contention that the fat tissue 
changes common to all of these cases follow a 
definite progressive pattern. First, and this may be 
seen when hematoxylin-eosin staining has been done, 
some fat lobules show pinkish, reddish, vacuolated 
areas, not the usual clear spaces seen in normal 
adipose tissue. Then foreign body reaction takes 
place with invasion of the characteristic giant cells. 
Should this phagocytosis prove successful and effi- 
Cent, fibrosis and healing may occur. If phagocy- 
tosis fails of its purpose and the process is permitted 
to advance rapidly, severe fat necrosis is produced 
with exudation of liquid lipid material, as was seen 
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in Case 3. In the newborn the possibility of a con- 
genital abnormality of fat tissue enzymes, most 
severe in the sclerema type, might be envisioned. 
This type of enzyme disturbance could then affect 
the stability of fat emulsions. Many other theses 
might be advanced, since we really know little of 
fat metabolism. For example the effect of hormones 
on the tissue enzymes leaves open a wide field of 
investigation. 

Another aspect of this inquiry on which pathol- 
ogists have so far failed to come to any agreement 
is the initial histologic change leading to the condi- 
tion termed relapsing febrile nodular nonsuppura- 
tive panniculitis. In a lesion less than twenty-four 
hours old, Unger found an abundant, diffuse infil- 
trate of polymorphonuclear leukocytes which he 
interpreted as one of suppurative inflammation de- 
spite the fact that at that time there was no abscess 
formation. In a five-day lesion he observed the 
typical granulomatous infiltrate with many macro- 
phages. Unger therefore concluded that the lesions 
of Weber-Christian disease progress through the 
following three stages: (1) suppurative inflamma- 
tion; (2) granuloma-like change with many foam 
cells and (3) fibrosis. 


Lever did a biopsy on a lesion less than twenty- 
four hours old and again on one fifteen days old. 
The earlier lesion showed an infiltrate largely made 
up of polymorphonuclear leukocytes with but few 
foam cells. In the lesion of longer standing foam 
cells were plentiful together with beginning fibrosis 
but polymorphonuclear leukocytes were not in evi- 
dence. These findings supported Unger’s contention 
that polymorphonuclear leukocytic infiltration is the 
earliest change in Weber-Christian disease. 


SUMMARY 


(1) Panniculitis is an inflammation of the pan- 
niculus adiposus of undetermined origin. First de- 
scribed by Pfeifer in 1892, 34 cases have been re- 
ported in the literature up to 1949. 

(2) The present paper adds three cases to the 
list: 

(a) A fatal case of nodular panniculitis in which 
the lesions broke down and underwent lique- 
faction necrosis, discharging a purulent, oily 
material (with description of clinical course 
and autopsy findings). 

(b) Two cases of fat necrosis of the newborn 
with clinical histories and report on the pres- 
ent condition of patients. 

(3) Clinical and pathologic findings in all three 

cases are discussed and compared with those of cases 
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earlier reported. The possibility that a congenital 
abnormality of fat tissue enzymes may be the causa- 
tive factor in cases in the newborn is discussed. 


(4) Several authors have put forward the hy- 
pothesis that some disturbance of the nutrition or of 
the metabolism of fat cells so changes the nature of 
normal fat that it acts as a foreign body, bringing 
about the inflammatory reaction and degenerative 
alterations characteristic of an invasion of foreign 
body giant cells. These hypotheses are considered. 

(5) The cases here presented offer additional 
proof of the identity of fat tissue changes irrespec- 
tive of their etiology. 


(6) It is the hope of the present authors that the 
case reports here offered will stimulate renewal of 
interest in the too long neglected study of fat tissue 
metabolism. 
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Medical Arts Building. 


DISCUSSION (Abstract) 


Dr. Leon Goldman, Cincinnati, O—Through the influ- 
ence of Dr. Zeek, we here in Cincinnati are interested in 
the concept of panniculitis itself as a nonspecific reaction. 

It may seem confusing clinically to group under one 
heading such diverse reactions as, for example, discrete and 
confluent panniculitis neighboring an erythema nodosum up 
to panniculitis of the Rothmann-Makai type, so called by 
Baumgartner and Riva. Yet, examination of biopsy of fat 
tissue from these various conditions shows the same essen- 
tial changes that may be found in anyone of the many 
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conditions mentioned in the classification of Dr. Zeek 
Therefore, any classifications of panniculitis, as Dr. Jones 
suggests, are purely clinical and refer to possible etiologies, 
the degree of involvement and whether the condition is 
localized to the panniculus or spread into the panniculus. 
Whether specific histochemical studies will show significant 
differences in fundamental processes, or indicate simply de- 
grees of changes, is not possible to say. We re-echo the 
plea of Dr. Jones that greater attention be devoted to the 
study of panniculus adiposus. The few detailed postmortem 
studies available suggest that it is not only in the skin that 
the fat tissue is involved. 

In our cases, through Dr. Gail Englander and Dr. Carl 
Smith, we have attempted to study the mechanism of the 
congenital predisposition of fat tissue disturbance in infants 
and the biochemistry of the changes produced. Without 
success in two adults with panniculitis we have attempted 
artificially by calcium and in the other instance by oil to 
induce a localized panniculitis. Predisposition of the in- 
dividual to panniculitis is present. This predisposition may 
be inherited or acquired. 

The background of diabetes, as Dr. Jones suggests, may 
provide some suspicion of inheritance of fat tissue dis- 
turbances. 

I should like to ask Dr. Jones whether she has observed 
similar granulomatous changes in the regional lymph nodes 
of a panniculitis. Recently there has been a curious linear 
nevus or nevoid condition described by Storch, a linear 
adipofibromatosis which is not an inflammatory sclerosing 
lesion. It seems then that this condition should be included 
in the differential diagnosis of fat tissue changes in infants. 


We also have been attempting recently to evaluate the 
“panniculitis portion” of recurrent nodular lesions of the 
lower extremities in terms of bacterial allergy (Schwartzman 
reaction?). Without serial sections, early and very deep 
biopsies, it does not appear possible to find the role of the 
vascular phase. In this group also we are using massive 
pantothenic acid therapy when antibiotics available fail and 
where “specific” vaccine therapy is not available. 


Dr. Chadbourne A. Andrews, Tampa, Fla—Dr. Jones 
develops the thesis that even though a variety of etiologic 
factors may be responsible, pathologic changes in the fatty 
tissue of the subcutis are similar. These changes exhibit the 
characteristics of a nonspecific inflammation in the sub- 
cutaneous tissue. It should be emphasized that because 
these alterations are not specific they are practically identical 
in the various conditions under discussion. That is the way 


the tissue reacts. 


There are many dermatologic diseases in which the pan- 
niculus is involved; any deep-seated inflammatory process 
in the skin may be associated with inflammatory reaction 
in the hypoderm. There is then produced a distinct localized 
“panniculitis.” The term panniculitis therefore may have 
two definitions: (1) a limited interpretation which would 
restrict panniculitis to the clinical type exemplified by the 
Weber-Christian syndrome, which holds the name pan- 
niculitis by priority; or (2) the term may be applied to 
any inflammatory reaction of the panniculus, for which 
there are numerous causative diseases. 

The multiple ulcerations developing in Dr. Jones’ Case 1 
are foreign to my concept of Weber-Christian disease. The 
description, as I read it in her paper, suggested to me 
multiple ulcers of the chronic burrowing type described by 
Meleney, or pyoderma gangrenosum of Brunsting, oF t 
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disseminated form of sporotrichosis, the so-called French 
form. Breakdown of tissue is decidedly rare in Weber- 
Christian disease. My associate, Dr. Waisman, suggests that 
the lesion of Weber-Christian disease be regarded as a 
modified form of erythema nodosum, from which it differs 
pathologically mostly in the degree of alteration at different 
skin levels, that is: one disease shows predominantly dermal 
involvement, the other predominantly hypodermal involve- 
ment. 


Case 2 is a fine example of subcutaneous fat necrosis of 
the newborn, with spontaneous healing. These changes in 
the subcutaneous fat as a response to trauma are curious. 
The fat solidifies, crystals of neutral fat and fatty acids 
are released, and a foreign-body reaction occurs. Years ago 
we occasionally saw cases of sclerema neonatorum, with 
solidification of the entire subcutaneous fat in cachectic and 
marantic infants. It is now fortunately a vanished disease. 
Why infant fat contains less olein than adult fat and 
therefore has a higher melting point and is subject more 
readily to solidification is an unsolved problem. One would 
think that the quality of the fat intake of the mother during 
pregnancy might determine the chemical characteristics of 
the infant’s fat, as it does the chemical characteristics of the 
maternal fat. But in these cases the mother’s tissues neither 
solidify nor show evidence of deficiency of low melting- 
point fat. 

With regard to Case 3, I can only guess that this was 
some form of disease of the subcutis, followed by calcifica- 
tion. With adequate damage to the fatty tissue, saponifica- 
tion takes place, that is, by enzymic action the fat hydro- 
lyzes and fatty acids are deposited. At first calcium soaps 
presumably form in the tissues and later phosphates and 
carbonates of calcium precipitate out, producing calcinosis. 
Calcification will therefore result in those forms of fat injury 
in which there is release of free fatty acids in the tissues. 
For example, localized calcinosis secondary to traumatic 
fat necrosis of the breast is well known. 


Dr. Jones (closing) —I have not observed any case of 
granulomatous changes in the regional lymph nodes of a 
case of panniculitis. 


SURGICAL MANAGEMENT OF CEREBRAL 
ABSCESS ASSOCIATED WITH CONGENITAL 
HEART DISEASE* 


By Donatp B. SwEENEY, M.D.* 
and 
B. Patton, M.D. 
Birmingham, Alabama 


Congenital heart disease has become a subject of 
renewed interest as a result of the surgical treatment 
of “blue babies” originally undertaken by Blalock 


*Received for publication April 1, 1950. 
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and Taussig.? The pediatric, thoracic surgical and 
radiological literature exhibits an increasing number 
of articles bearing on the subject.! 2 54 !! 12 14 17 18 


An infrequently mentioned aspect of congenital 
heart disease which is of special interest to the neuro- 
logical surgeon relates to the relative frequency of 
complicating cerebral abscess. Gates, Rogers, and 
Edwards® have referred to this frequent association 
as “The Syndrome of Cerebral Abscess and Con- 
genital Cardiac Disease.” 


Several reviews of the subject emphasizing nec- 
ropsy findings have been published.! § 3 In a series 
of 36 cases collected by Hand, surgical intervention 
was employed in but 6 cases, only one of which had 
a favorable outcome. This was reported in 1946 by 
Smolik, Blattner and Heys,'5 surgical drainage of the 
abscess and concomitant chemotherapy and anti- 
biotic therapy resulting in complete recovery. Two 
instances of favorable outcome are reported here- 
with. 


Case 1—W. Y., a white boy aged 10 years, was admitted 
to the Department of Pediatrics at the University Hospital, 
Iowa City, Iowa, February 23, 1949, because of headache 
and paralysis of the right side of the face and hand. The 
child had never been in robust health. At the age of 2 years 
a diagnosis of congenital heart disease, type undetermined, 
had been made. Cyanosis was noted during crying spells 
and following exertion. On December 28, 1948, the child 
complained of severe frontal headache and stiff neck. Five 
days later he was admitted to another hospital in a stupor- 
ous condition. Nuchal rigidity was present. Spinal fluid 
examination revealed 149,000 white blood cells per mm., 
but no organism could be grown by culture. Sulfadiazine, 
penicillin and streptomycin therapy was instituted. On 
January 11, 1949, the child became more irritable and com- 
plained of pain in the head and neck. Spinal fluid examina- 
tion now revealed 27,000 cells. The patient remained 
apathetic and irritable but his appetite and general condition 
seemed to be improving and he was discharged to his home 
on January 18, 1949, aureomycin being administered for the 
next ten days. On February 13, 1949, the patient developed 
vomiting attacks, anterograde memory defect, and weakness 
of the right sided extremities. He was admitted ten days 
later to the University Hospital with a diagnosis of brain 
abscess. 


On admission, the child was moderately emaciated and 
lethargic. The temperature was elevated 100° F., pulse 90, 
and the respiratory rate was 22. Bilateral papilledema was 
present. The fingers and toes were cyanotic and clubbed. 
The heart was enlarged to the left, and a harsh systolic 
murmur was heard over the entire chest. The neck was 
rigid and a right hemiparesis was present. Lumbar puncture 
revealed a clear fluid with 83 white blood cells, total pro- 
tein of 65 mg. per cent. The culture was negative. On 
three occasions the blood cultures were negative. The dif- 
ferential diagnosis included considerations of venous throm- 
bosis secondary to meningitis or brain abscess. On the fifth 
day the temperature rose to 101° F. and dysphasia appeared. 


Operation was done March 3, 1949. Ventriculography was 
undertaken under local anesthesia. When the cannula was 
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Fig. 1 


Postoperative cystoroentgenograms demonstrating the 


passed in the direction of the atrium of the left lateral 
ventricle pus was obtained. Ventriculography performed 
through the right side showed displacement of the right 
lateral ventricle and the third ventricle to the right. A left 
temporoparietal burr hole was made but attempts to aspirate 
pus through this were unsuccessful. The needle was then re- 
inserted through the left posterior parietal burr hole and 
approximately 30 cc. of pus were withdrawn. Three cc. of 
thorium dioxide (25 per cent) and 25,000 units of penicillin 
were instilled (Fig. 1). 

The patient immediately became more alert. Penicillin 
therapy was continued. The aspirated pus revealed no 
growth. On March 7, 1949, the patient became less re- 
sponsive and lumbar puncture revealed at this time an initial 
pressure of 300 mm. with 145 lymphocytes per mm. The 
patient began to improve perceptibly after March 14. 
“Thorotrast” cystoroentgenograms were made at frequent 
intervals but revealed no significant changes. The patient 
was discharged from the hospital on March 24, 1949, alert, 
talking spontaneously and using the right sided extremities 
with considerable facility. 

The patient was re-examined on June 3, 1949, at which 
time only slight hemiparesis was noted. The optic fundi 
were negative. The cystoroentgenogram showed no change 
from its original position. 

The patient’s general condition remains satisfactory. Car- 
diac fluoroscopy and roentgenograms suggest Eisenmenger’s 
complex, the classification with which the cardiac consultant 
concurs, and surgical treatment is not thought indicated 
(Fig. 2). 


Case 2—M. W., a white boy, aged 8, was admitted to 
the Jefferson-Hillman Hospital, Birmingham, Alabama on 
August 28, 1949, because of headache and fever. The child 
was first noticed to be cyanotic at the age of one week and 
a congenital heart lesion was diagnosed. The patient was 
admitted to Johns Hopkins Hospital in March, 1946. The 
preoperative diagnosis was tetralogy of Fallot. Dr. Alfred 


abscess cavity in the left posterior parietal region. 


Blalock performed an anastomosis between the end of the 
right subclavian artery and the side of the right pulmonary 
artery. He made a satisfactory postoperative recovery and 
had been in good health until the present illness. He de- 
veloped headache with a fever of 103 degrees. At this time 
he also complained of a sore throat. Sulfadiazine therapy 
was instituted and the sore throat improved. Headache and 
fever persisted and the child developed a stiff neck. Spinal 


Fig. 2 
Roentgenogram of the chest. Note the right and left sided heart 
enlargement, the prominent pulmonary artery segment, small aortic 
knob and increased vascularity of the lungs. 
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fluid examination on August 11, 1949, revealed 150 cells. 
The patient started to vomit, complained of headache, and 
had a fever of 102 degrees. Roentgenograms of the skull 
were negative. 


The child was transferred from the local hospital to the 
Jefferson-Hillman Hospital. On admission on August 28, 
1949, the child was moderately emaciated and apathetic. 
The temperature was elevated to 100 degrees, pulse rate 86, 
and the respiratory rate 28. The fingers and toes were 
slightly cyanotic and clubbed. The heart was enlarged to 
the left and a large systolic murmur was heard over the 
precordium. The neck was rigid. The neurological examina- 
tion was negative in all detail except for slight blurring of 
the optic discs. 


Operation was done August 29, 1949. Under general 
anesthesia bilateral burr holes were made. Foul smelling 
pus was obtained with passage of the right ventricular needle 
and air was not injected. A small right occipital parietal 
osteoplastic bone flap was elevated and the brain abscess 
localized approximately 2 cm. below the cortex in the 
posterior region. Sixty cc. of thick pus were aspirated. 
One hundred thousand units of penicillin and 1 gram of 
streptomycin was instilled into the abscess cavity. The 
wound was closed in layers. The patient stood the operative 
procedure well. No bacteria could be grown by culture from 
the purulent exudate. Penicillin and streptomycin were 
given postoperatively. The child recovered and was dis- 
charged from the hospital on September 10, 1949. Repeated 
examinations show the child to remain in excellent condition 
and without neurological deficit. 


DISCUSSION 


Hanna,’ and Gates alii’ have emphasized that 
the abscess is usually solitary. In only one among 
23 cases were multiple abscesses disclosed at au- 
topsy. In view of this circumstance there is ample 
reason to recommend surgical intervention. In the 
two cases reported by Wechsler and Kaplan,!° and 
the single case reported by Ingram,? all of whom 
were operated upon prior to the advent of chemo- 
and antibiotic therapy, the patients improved only 
to succumb later to meningitis. Hanna, however, 
contends that in 50 per cent of the cases examined 
at autopsy, meningitis appeared to be secondary to 
tupture of the abscess into the ventricle. 


Robbins!’ had said that the precise pathogenesis 
of brain abscess occurring in patients with septal 
defects of the heart is not known. Gates et alii said 
that in their cases, as well as in those previously 
reported, recirculation of venous blood through the 
arterial system was a distinct possibility. They 
postulated that the organisms of a transient bac- 
teremia would not be completely filtered out in the 
pulmonary capillaries. Markley!® cites Malvinoski’s 
attempts to produce brain abscess by the injection 
of virulent cultures into the carotid artery. He 
showed that unless the brain had been previously 
damaged, abscesses could not be produced. Groffé 
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reported similar unsuccessful attempts by his prede- 
cessor, Dr. Hugh Stewart. Robbins!’ says: 


“Tt therefore seems reasonable to assume that brain ab- 
scess associated with septal defects of the heart must simply 
be a result of paradoxical emboli in the brain, either sterile 
or infected, producing an area of lowered resistance and 
followed in the former instance by bacteremia which infects 
the area of the encephalomalacia.” 


In his Case 1, Hanna reported numerous small 
abscesses in the area of infarction, while in other 
cases round cell infiltration and spotty areas of 
necrosis appeared to represent a somewhat earlier 
stage of abscess formation. He considered that de- 
spite negative cultures a temporary bacteremia was 
a plausible account of the pathogenesis of abscess. 
This author also pointed out that 14 cases had 
abscess formation in the right cerebral hemisphere. 
This may have an anatomic basis, as the innominate 
artery arises just at the arch of the aorta and the 
blood reaches it at the head of each pulsation so 
that small foreign particles could be easily forced 
into the arterial trunk. 


SUMMARY 


A report of two surgical “cures” of a cerebral 
abscess associated with congenital heart disease is 
communicated. Inasmuch as the cerebral abscess 
is usually single it is potentially amenable to surgery. 
The prognosis for a successful outcome is of course 
enhanced by the present availability of chemo- and 
antibiotic therapy. 
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ESOPHAGEAL SPASM* 
REPORT OF AN UNUSUAL CASE 


By NoRMAN VAN WEZEL, M.D. 
Foley, Alabama 


The purpose of this presentation is to serve as 
a record of a clinical case of spasm of the esophagus 
due to an unusual etiology. A study of the mech- 
anism, clinically, is also presented. 


CASE HISTORY 


V. V. R., a white man, 32 vears of age, a farmer, was 
seen on August 12, 1949, with the history that all of his 
life he had difficulty in swallowing whenever he drank 
anything cold. He denied any hay fever or asthma himself, 
though the maternal relatives presented numerous cases 
of asthma. The only habit that he had that was excessive 
was the use of tobacco. 

A complete examination revealed nothing unusual from 
a physical viewpoint. All blood studies were within normal 
limits, the Kahn was negative, the heart was perfectly 
normal. A careful study was made of the esophagus by 
the use of rugar.® When this was given at body tempera- 
ture, there was no evidence of any spasm. The rugae were 
seen, they were perfectly normal, there was no delay at the 
cardiac end of the esophagus. However, when the same 
rugar® was suspended in a cold solution, the barium pro- 
duced an intense spasm in two locations, first, at the aortic 
knob, and second, about one inch above the cardia. These 
spasms lasted as long as five to ten minutes. 

He was given 1/150 grain of atropine by injection and 
this produced no relaxation. Amyl nitrite was also tried 
and produced no relaxation. He was placed in the Trende- 
lenburg position and there was no evidence of a hiatus 
hernia. In order to rule out a psychogenic origin, the 
examination was repeated one month after the original ex- 
amination, when he had been used to the experience and 
the same finding was noted. He was then given barium 
suspended in a hot solution and there was no evidence of 
spasm. Barium at a normal temperature produced no spasm. 
However, every time he was given the cold barium sus- 
pension, he showed spasm at the aortic knob and at the 
cardia. X-ray pictures of this are submitted as evidence. 
In order to be sure it was not a reflex due to cold alone, 
such as might be seen in cold allergy, the right hand was 
put in ice water until it was too painful to tolerate. This 
did not produce spasms. To be sure that it was not due to 
pain only, the left fingers were crushed in a clamp until 
this was extremely painful. This did not produce spasm 
of the esophagus. 


*Received for publication December 29, 1949. 


September 1950 


Therefore, it is concluded that the esophageal spasm is 
entirely due to the cold temperature. It is to be noted, also, 
that the above spasm could be relieved at once by the 
ingestion of hot tea or hot liquid. The moment the hot 
solution became mixed with the cold suspension, there was 
a complete relaxation and the barium passed the spastic 
areas with ease and entered the stomach without delay. 


Fig. 1 
An oblique view of the esophagus with barium in a cold solution 
shows the simultaneous spasm at the region of the aortic knob and 
just above the diaphragm. 


Fig. 2 

Spot films of the spasm of the esophagus just above the diaphragm 
(lower half) show the smoothness of contour. The spot film in the 
upper half shows the normal contour of the esophagus indicating 
that there is no organic lesion. All the x-rays were timed so that 
they were taken approximately five minutes after the swallowing of 
the cold barium except that x-ray which was taken when the warm 
solution was used; then the timing was adjusted to show the normal 
contour of the esophagus. 
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DISCUSSION 


A case of esophageal spasm due to an unusual 
etiology, namely, cold, is presented from a clinical 
viewpoint. An attempt is made to demonstrate that 
this is not a physical allergy and that it is not 
due to systemic changes. An attempt is made to 
show that it is strictly a local affair, that it is a 
local mechanism and strictly due to only cold 
temperature and not merely to a change of tem- 
perature. This case is presented for record in the 
literature on this fascinating subject, which is still 
controversial. 

This case was brought to the attention of Dr. 
Henry L. Bockus of Philadelphia, who said: “I 
do not recall having encountered an instance of 
esophageal spasm which could be induced only by 
cold. I have seen a number of instances of dysphagia 
of this type, which could be brought on by cold, but 
in each instance it would recur also as a result of 
drinking or eating things other than cold liquids.” 


HORMONAL STUDIES IN DIABETIC 
PREGNANCIES* 


By Bert F. Kettz, M.D. 
E. C. Keaty, Px.D. 
and 
A. A. HELLBauM, M.D., Pu.D. 
Oklahoma City, Oklahoma 


In 1943, White and Hunt! first reported an in- 
creased fetal survival in a large number of diabetic 
pregnancies treated with progesterone and estrogen. 
These workers had previously reported encouraging 
results with this form of therapy in a smaller num- 
ber of patients.?3 Their conception of the mech- 
anism of the accidents characteristic of diabetic 
pregnancies based upon the early work of Smith and 
Smith*-* was “that they appear to be related to an 
imbalance of the pregnancy hormones, estrogen, 
progesterone, and chorionic gonadotropin. This im- 
balance may be a progesterone-estrogen-like deficient 
metabolism producing compensatory rise in chorionic 


*Read in Section on Medicine, Southern Medical Association, Forty- 
Third Annual Meeting, Auspices Campbell-Kenton County Medical 
ad of Northern Kentucky, held in Cincinnati, November 14-17, 


*From the Departments of Medicine and Pharmacology, The Uni- 
versity of Oklahoma School of Medicine, Oklahoma City, Oklahoma. 
*This study was made possible by a grant from the National In- 
stitute of Health. 
“We gratefully acknowledge the cooperation of the obstetrical depart- 
ments of the University, St. Anthony, and Wesley Hospitals in this 
: We are indebted to John T. Keown and Robert W. King for 
technical assistance in out the laboratory procedures. 
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gonadotropin.”! Four years later White? further 
reported a fetal survival of 88 per cent when the 
hormonal imbalance was abnormal and corrected, 
and 46 per cent when the hormonal balance was 
abnormal and uncorrected. She has repeatedly em- 
phasized four different factors influencing fetal sur- 
vival in diabetic pregnancies. They are the control 
of diabetes, the occurrence of congenital anomalies, 
the degree of maternal vascular disease, and the im- 
balance of sex hormones of pregnancy. 


The early reports of hormonal imbalance stimu- 
lated us to make preliminary studies of blood 
chorionic gonadotropin levels between 1944 and 
1946. In 1947 a grant was obtained for a more 
extensive investigation. This report summarizes our 
experience during the past two and a half years. 


MATERIALS AND METHODS 


Clinical Material_—Thirty consecutive diabetic 
pregnancies were studied in 26 patients (Table 1). 
In this group 14 were clinical patients from The 
University Hospital Clinics and 12 were private 
patients. Fifteen of them lived within the city and 
11 were from outside of the county. The 30 preg- 
nancies were cared for by 10 different obstetricians 
in 3 different hospitals in Oklahoma City. 


Twenty-one of the 26 patients had been under 
the observation of one of us for diabetic care pre- 
vious to this study. The remainder came under our 
observation for the first time during the pregnancy 
studied. Whenever possible the patients were seen 
at weekly intervals and by the obstetrician at least 
every 2 weeks. The diets contained at least 2 grams 
of protein per kilogram of body weight and salt was 
restricted. Protamine zinc insulin and multiple doses 
of quick acting insulin, as required in the individual 
case, were used to control excessive glycosuria and 
hyperglycemia. No unusual diabetic complications 
occurred during the pregnancies. There was a re- 
duction in the insulin requirement at the time of 
delivery as compared to the nonpregnant period in 
55 per cent of the patients. 


Methods.— A total of 2,086 blood chorionic 
gonadotropin assays were carried out on 392 speci- 
mens from 30 patients. Whenever possible weekly 
determinations were made from the time the patient 
first came under our observation. In the early part 
of this study simultaneous assays were carried out 
on unprecipitated and precipitated sera. The values 
by the two methods were identical. Therefore, all 
subsequent assays were conducted on unprecipitated 
whole serum. The dilution method used was that 
described by White and Hunt.? The maximum 
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unitage of each sample was determined as measured 
by the presence of corpora lutea in the immature 
rat ovary. The values were reported as rat units 
per 100 ml. of whole blood. Normal values were 
found to range from 500 to 750 R. U. per 100 ml. 
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made on 12 patients. The 24-hour urine specimens 
were evaluated by the method of Astwood and 
Jones.'° Specimens were obtained at weekly inter- 
vals whenever possible. 


Hormone Therapy.—Hormonal therapy was used 


whole blood. Test animals used were Sprague- 
Dawley female rats 21 to 23 days old, ranging from 
40 to 46 grams in weight. 


in 27 of the 30 pregnancies studied. Three patients, 
one of whom developed diabetes in the twenty-eighth 
week of her pregnancy, were untreated. 


A total of 146 pregnanediol determinations were Progesterone.—Three methods of administration 


ANALYSIS OF HORMONAL STUDIES: THERAPY AND FETAL SURVIVAL IN 30 DIABETIC PREGNANCIES 


Fetal Survival 


as: Gonadotropin Level Third Excretion (mg./24 hrs.) . & Third ° “us 2 
% é 3 Se R. U./100 ml. Trimester Average Week Trimester _ Trimester Average 3 & Trimester oa os a2 
First Second Third Begun Mg. Daily First Second Third Mg. Daily SQ 
1 1 2000(1)* 2500(3)* 3250(2)* 26 25 26f 25 L 35 Sec. 
2 7 2437(4) 2027(9) 5285(7) 18 35-110 257 15-25 L 35 Sec. 
(12 2500(3) SB 40 Spon. 
4 12 4100(5) L 30 Sec. 
5 1 500(1) 1200(10) 26 =. 20-80 267 SB 38 Spon 
6 1 2057(7) 2250(2) 10 40 (10 30-60 Pranone) L 37 Spon. 
7 4 2900(5) 1625(2) 14 15 (14 40 Pranone) L 31 Spon. 
8 4 4000(1) 2531(8) 5500(5) 16 70 . (16 40-80 Pranone) L 38 Sec. 
9 5 1833(3) 2682(9) 26 «630 28 «15-25 L 40 Sec. 
10 3 1375(2) 1968(7) 3093(9) 13. 60 227 15-30 SB 38 Spon. 
11 5 2250(3)  2689(4) 3082 (3) 9 25 24§ 20-25 SB 33 Spon. 
12 17th wk. 2312(4) 29 29 25 L 33 Spon. 
13 1 2750(2) 1500(3) 3300(5) 26 =. 20-35 26 20-25 L 37 Sec. 
14 «14 6666(3)  4035(7) 18 25 18 20-25 SB 34 Spon. 
15 7 3500(1) 2800(4) 3812(9) 28 «25 28 15-20 L 38 Spon. 
(2)t 16 8 2721(9) 5400(5) 17-30 17. 25-30 SB 33 Hyst.° 
17 6 1000(1) 1916(2) 2916(4) 11 = 20-25 11 20-38 L 37 See, 
18 3 7666(3)  3700(5) 5416(9) 17. 50 32.50(9) 17 50 SB 37 Spon. 
19 28th wk. 5250(6) L 37 Spon. 
(4)t 20 «14 5937(4) 8100(4) 25 40 44.10(1)  8.12(3) 28 25 SB 30 Sec 
21 13 7291(6)  5827(13) 8400(5) 11 100 5.67(3) 17.93(13) 60.49(5) 11 100 L 33 Sec 
(14)f 6500(6) 4625(12) 7363(11) 12 100 13.50(12) 73.92(11) 12 100 L 38 Sec 
23 1 3375(6) 5850(4) 170 7S 32.82(4) 81.96(6) 17 50 L 38 Spon. 
24 i3 3437(3) 4166(4) 14 50-75 8.88(4) 9.21(3) 14 50-75 L 36 Sec. 
25 12 4333(3) 2333(3) 2000(3) 12. 75 18.25(3) 46.85(3) 12 75 L 34 Sec 
26 8 3500(3) 5107(8) 20.56(2) 32.80(8) 24 50-65 1Shrs. 35 Sec 
27 7 4575(10) 5450(5) 19 40 10.16(8) 15.32(4) 19 45 17 da. 32 Spon. 
28 5 4916(6) 3750(4) 16 30 21.33(3) 46.62(2) 16 50 L 40 Spon. 
29 6 4000(1)  4250(10)  6377(9) 16 50 15.78(6) 33.62(10) 16 50-75 L 37 Sec. 
30 5 13583(2)  4604(12) 8227(11) 4.56(1) 13.82(12) 25.53(10) 20 50-75 38 Sec. 


*Figure in ( ) represents number of specimens assayed. 

In each of these patients 8 to 12 pellets of 75 mg. of crystalline progesterone were implanted earlier with resultant infection and loss of 
50 per cent or more in 2 to 4 weeks except No. 5 who retained all of the 8 implanted in the 26th week. 

tPrevious pregnancy serial number in same individual. 

$30 mg. pranone daily from ninth to twenty-fourth week. 

*Ruptured uterus and hysterectomy, patient survived. 


Table 1 
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of progesterone were employed. Among the earlier 
patients studied, three received anhydrohydroxy 
progesterone orally (pranone®) during the second 
and third trimesters. At that time it was not possible 
to supply patients with the intramuscular prepara- 
tion. In 4 patients, implants of crystalline proges- 
terone pellets* (8-12 pellets, 75 mg. each) were 
made in the subscapular area. Infection, within 4 
to 10 days, occurred in 3 patients with resultant 
loss of 75 per cent of the implanted pellets. Intra- 
muscular progesterone was then substituted for the 
remainder of the pregnancy. 


Twenty-three patients received progesterone in oil. 
The preparation, in the majority of instances, was 
administered by the husband or some other member 
of the family, after adequate instruction. Infection 
occurred only once from the intramuscular injection. 
As a rule, therapy was begun as soon as the patient 
came under observation. In seven patients treat- 
ment was instituted in the first trimester. Fourteen 
were placed on treatment in the second trimester, 
and 6 in the third. The initial dose varied from 
5 to 50 mg. daily, depending upon the stage of the 
pregnancy, duration of diabetes, previous unsuccess- 
ful pregnancies, and clinical evidence of toxemia. 
The highest dose used was 100 mg. daily. Two 
patients received this amount throughout the entire 
third trimester of pregnancy. In one of them it was 
begun in the twelfth week with an initial daily dose 
of 25 mg. At the time of her delivery, in the thirty- 
eighth week she had received 12,763 mg. of proges- 
terone and 12,881 mg. of diethylstilbestrol at a cost 
of $721.33. Obviously, the cost would be prohibitive 
to the average patient. It is noteworthy that in the 
past 2 years there has been a reduction of approxi- 
mately 25 per cent in the cost of progesterone. 

Diethylstilbestrol—tin this study only oral di- 
ethylstilbestrol in 5 and 25 mg. uncoated tablets 
was employed. Usually it was started at the same 
time that progesterone therapy was begun and essen- 
tially the same dose of both substances was admin- 
istered. The maximum dose used was 110 mg. daily. 
Two patients did not receive diethylstilbestrol. 


CLINICAL RESULTS 


There was no maternal mortality in the 30 preg- 
nancies studied. Twelve of them were terminated 
by spontaneous delivery or section between the 
thirtieth and thirty-sixth week. Cesarean section was 
done 8 times among the 12 primipara and in 8 of 
of the 18 multiparous patients. There was no ab- 
normal postpartum bleeding in any of the patients. 


. "Supplied through the courtesy of the Schering Corporation, Bloom- 
field, New Jersey. 
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There was one stillbirth in the group of 3 un- 
treated patients. In the group of 27 patients who 
received hormone therapy the fetal survival was 66.7 
per cent. There were 6 stillbirths among the 9 
failures. A patient Para I had a ruptured uterus and 
was delivered of a dead baby at laparotomy. One 
child lived 15 hours and at necropsy was found to 
have an interventricular septal defect and a horse- 
shoe kidney. The other child lived 17 days and 
necropsy disclosed pulmonary abscesses, empyema, 
retroperitoneal abscesses, and the histopathological 
findings of nocardiosis. The organism was not 
cultured. 

In 3 instances of stillbirth the weight of the fetus 
was not obtained. The birthweight was abnormal in 
10 of 27 babies. There were 3 survivals among the 
5 infants weighing 5 pounds 6 ounces or less and 
3 survivals among the 5 weighing 10 pounds or 
more. 

Toxemia.—The most common toxic manifesta- 
tions observed were polyhydramnios and edema. 
Twelve of the patients had polyhydramnios, 8 in the 
successful and 4 in the unsuccessful group. In the 
latter group it resulted in an emergency section for 
a patient (Case 20) in the thirtieth week, and early 
section in the thirty-fifth week for another patient 
(Case 26). It very probably contributed to uterine 
rupture in a patient (Case 16) in the thirty-third 
week, and spontaneous labor in the thirty-second 
week for another patient (Case 27). Of those in 
the successful group who developed polyhydramnios, 
only two were carried to the thirty-eighth week of 
pregnancy. In 8 of these patients treatment was 
begun in the second trimester and in none of them 
was it started later than the twenty-sixth week. Six 
of them received 50 mg. or more of progesterone 
and diethylstilbestrol daily throughout the third tri- 
mester of pregnancy. 

Edema was a common finding during pregnancy 
and occurred in 16 of the patients under treatment. 
Ammonium chloride, 6 to 8 grams daily, was a 
valuable therapeutic aid. 

Hypertension and albuminuria were encountered 
in only 2 patients; both were primiparous. One of 
these, a known nephritic for several years, was suc- 
cessfully carried to the thirty-sixth week and a live 
baby delivered by section. In the other instance 
phlebothrombosis developed in the left saphenous 
vein during the thirtieth week and stillbirth occurred 
in the thirty-fifth week. 

Blood Chorionic Gonadotropin Levels —We have 
not found a definite relationship between the blood 
chorionic gonadotropin level and fetal survival. The 
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untreated group of three patients is too small to be 
significant, but it is of interest that the level was 
lowest in the patient whose pregnancy terminated 
in stillbirth (Case 3). 

The third trimester average for the blood chorionic 
gonadotropin levels in 29 patients discloses an aver- 
age of 4,405 rat units per 100 ml. of blood for those 
with fetal survival and 4,372 in the group with fetal 
mortality (Table 2). It was our experience that the 
oral diethylstilbestrol in the dosage used did not 
significantly alter the blood chorionic gonadotropin 
level. Diethylstilbestrol was used in 24 patients and 
in those with fetal survival the third trimester aver- 
age level was 4,166 rat units per 100 ml. of blood, 
as compared to 4,534 in the 7 patients with fetal 
mortality (Table 3). Pregnancies No. 21 and 22 
were started on therapy in the eleventh and thir- 
teenth weeks and throughout the entire third tri- 
mester received 100 mg. of diethylstilbestrol and 
100 mg. of progesterone daily. The third trimester 
average of the blood chorionic gonadotropin levels 
was 8,400 and 7,363 respectively. Both patients 
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were sectioned, one in the thirty-third and one in 
the thirty-eighth week, with fetal survival (Table 1). 

In the four patients studied during 2 preg- 
nancies there appeared to be a definite increase in 
the chorionic gonadotropin level with succeeding 
pregnancies. Table 4 shows the average of the blood 
chorionic gonadotropin levels in these patients in the 
second and third trimesters. Fig. 1 (a) and (b) 
represents the findings on a patient in 2 succeed- 
ing pregnancies. 

Urinary Pregnanediol Excretion. — Pregnanediol 


BLOOD CHORIONIC GONADOTROPIN LEVELS IN 29 PATIENTS 
Averages Third Trimester 


Chorionic 
Gonadotropin 
R. U./100 ml. Blood 
4405(111)* 
4372( 56)* 


Number 
of 
Patients 
*( ) Number of specimens assayed. 


Table 2 


Pregn oncy* 9 


110, ORAL STUBESTROL MG/ DAILY 
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Fig. 1 (a) 


Blood chorionic gonadotropin levels during the third trimester of the first pregnancy. 
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determinations were made on 24-hour urine speci- 
mens of 12 patients who received hormone therapy. 
There appeared to be a significant relationship be- 
tween fetal survival and urinary pregnanediol excre- 
tion (Table 5). In the 4 patients with unsuccessful 
pregnancies the average pregnanediol excretion for 
the third trimester was 22.18 mg. per 24 hours, as 
compared with the average of 47.27 mg. in the 7 
patients with fetal survival. The administration of 
increased amounts of intramuscular progesterone 


CORRELATION OF BLOOD CHORIONIC GONADOTROPIN 
LEVELS, DIETHYLSTILBESTROL THERAPY AND 
FETAL SURVIVAL 
Averages Third Trimester 


Number 


Oral Chorionic 
of Stilbestrol 
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BLOOD CHORIONIC GONADOTROPIN LEVELS IN 4 PATIENTS 
WITH SUCCEEDING PREGNANCIES 


Second Third 
Trimester Trimester 
R.U./100 ml. Blood R.U./100 ml. Blood 
Second pregnancy _. . 4198(31) 6810(29) 


*( ) Number of specimens assayed. 


Table 4 


CORRELATION OF URINARY PREGNANEDIOL EXCRETION, 
PROGESTERONE THERAPY AND FETAL SURVIVAL 
Third Trimester Average 


; Number of esterone Pregnanediol 
Patients Mg./Daily R.U M00 Patients /Dally Mg_/Daily 
Fetal survivals 17 72 4166(89)* Fetal survival 8 70 47.27(S0)* 
Fetal mortality 0007 42 4534(45)* Fetal mortality —-...... 4 41 22.18(24)* 
*( ) Number of specimens assayed. *Number of determinations. 
Table 3 Table 5 
CGH. ¢PREGNANED/OL Pregnancy* 29 
RU. , 190, MG./24 Ars. 
180. 
9000 1703 
160. 
8000 1504 
1404 
7000] 130] 
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60004 1104 
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5000] 90: 
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50, 
40 J 
20004 30, 
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Fig. 1 (b) 


og ee gonadotropin levels during the third trimester of the second pregnancy of the same patient represented in 
ig. 1(a). 
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could be correlated with a definite increase in 
urinary pregnanediol excretion in the majority of 
instances. 


ANALYSIS OF FACTORS INFLUENCING FETAL 
MORTALITY 


Duration of Diabetes.—An increased incidence of 
fetal mortality in patients with diabetes of long 
duration is well known. In this small series of cases 
the fetal survival is about the same in each group 
(Table 6). It is probable that large doses of hor- 
mones were responsible for the four fetal survivals 
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Previous Pregnancies.—There were 10 multiparae 
in the treated group with fetal survival. Among 7 
of them who had not been pregnant before the 
development of diabetes there were 9 pregnancies 
with a fetal survival of only 2. In the other 3 multip- 
arous patients, 15 pregnancies occurred previous 
to the diagnosis of diabetes and all but 3 were suc- 


DURATION OF DIABETES AT ONSET OF PREGNANCY 
CORRELATED WITH FETAL SURVIVAL 


No Hormone Therapy Hormone Therapy 


in those with diabetes of from 10 to 15 years dura- BE Be  2f _3s 
tion. One of them (Case 24), a primipara, had 33 3s 35 3s 23 Bes 
hypertension albuminuria, retinitis, and edema be- : - = 
fore she became pregnant. The other 3 previously Diagnosed during : 
had one or more failures. Only one patient (Cases 
14 and 22) had received hormone therapy with the ‘ aa 
previous pregnancy and that was under our direc- ,,, 4 
tion. What we now consider a more adequate dose 7,35 30 3 > #27 6 66.7 
may have resulted in fetal survival in her second 
pregnancy (Figs. 2 and 3). Table 6 

CGH. Pregnoncy* 4 

RY. 

+ 

9000 | 

8000 | 

7000. 

6000. STILLBIATH 

WA, 

5000 

4000 

3000 | 

2000. 

4/000 

500 


110. ORAL STULBESTROL MG/24 HRS. 
100 PROLUTON MG6./ 24 HRS. 


Ld 


WEEK 2 


4 6 8 10 


2 4 16 18 20 22 24 26 


 - 30 32 34 36 38 40 


Fig. 2 


Diabetic 14 years duration, first pregnancy, inadequate therapy with fetal loss. 
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cessful. These 3 were miscarriages in one excessively 
obese patient (Case 12). 

Among the patients with fetal loss there were 4 
multiparae with 22 previous pregnancies; 9 of them 
occurring after the diagnosis of diabetes with 7 
failures. In 3 of them there had been 13 pregnancies 
previous to the diagnosis of diabetes with a fetal 
mortality of 2. 


There was, then, a total of 18 pregnancies in 11 
patients after the diagnosis of diabetes, with 4 sur- 
vivals, a fetal survival rate of 22.2 per cent. When 
hormone therapy was administered to the same 11 
patients there were 7 successful pregnancies, making 
a fetal survival rate of 63.3 per cent (Table 7). 


Obesity.-From clinical observation it appears 
that obesity tends to predispose to fetal mortality. 
Three of the treated patients had been obese for 
many years and two had stillbirths with large babies. 
One of them (Case 12) came to us Para II in the 
twenty-ninth week of her pregnancy. The diagnosis 
of diabetes had been made in the seventeenth week. 


CGH. ¢PRECGNANED/OL 

RY. 190. MG./24 Ars. 
180. 
9000 170, 
160. 


8000 1504 
140 
7OOO4 130. 


110. ORAL STULBESTROL M 
100 J 


DAILY 


WEEK 204 6 8 10 2 16 


CIPROLUTON M6./ DAIL 

90 
80 J 
70 J 
60 J 
50 J 
40 J 
30 J 
20 4 
10 


34 36 38 40 


KELTZ ET AL: HORMONAL STUDIES IN DIABETIC PREGNANCIES 809 


Three recent pregnancies had resulted in miscarriage. 
She received hormonal therapy and had a spon- 
taneous delivery in the thirty-third week with fetal 
survival. 

Dosage.—The average dosage of diethylstilbestrol 
and progesterone in the third trimester appears to 
have a relationship to the fetal survival (Tables 3 
and 5). Those with fetal mortality received an 
average of 41 mg. of progesterone and 42 mg. of 
diethylstilbestrol, as compared with 71 mg. of pro- 
gesterone and 72 mg. of diethylstilbestrol in the 
group with fetal survival. Earlier and larger doses 


FETAL SURVIVAL IN DIABETIC PREGNANCIES OF THE SAME 
PATIENTS WITH AND WITHOUT TREATMENT 


Number Number 
of Fetal 
Patients Pregnancies Survival 


Percentage 
Without treatment —_ 11 18 4 22.2 
With treatment —.... 11 11 7 63.3 


Table 7 
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Fig. 3 


The same patient with pregnancy (Case 14, Fig. 2). Diabetes 15 years duration, second pregnancy more adequate therapy 
with fetal survival. 
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of hormones might have resulted in an increased 
fetal survival in our unsuccessful group. Pregnancy 
21 had had 2 previous unsuccessful pregnancies 
during her 13 years of diabetes. It appears likely 
that early and intensive hormonal treatment might 
have contributed to the successful outcome of the 
third pregnancy (Fig. 4). 


DISCUSSION 


The first observations of hormonal variations in 
the toxemias were made by the Smiths* in 1934. 
In this first group of patients, 10 were normal, 14 
were toxemic without convulsions and 3 were 
eclamptic. Urinary and blood chorionic gonado- 
tropin levels were found to be elevated in all the 
pathologic cases, but urinary and blood estrogen 
values were not uniformly low, although the trend 
was toward depressed production of estrogen. Nu- 
merous other workers have, however, reported a 
significantly higher percentage of toxemic patients 
in whom estrogen production was low. This finding 
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of low estrogen values was presented by the majority 
of 21 patients studied by Browne, Henry, and 
Venning,!? !3 in 62 per cent of 24 patients studied 
by Lu,!* in the one patient of Siegler,!5 and in 67 
per cent of the 100 patients of Smith and Smith. 
All of the 8 patients later studied by Smith, Smith 
and Hurwitz!’ produced decreased amounts of estro- 
gen, and Watts and Adair!® reported that 48 per 
cent of their 25 patients were producing subnormal 
amounts of estrogen. 

Taylor and Scadron!! were unable to confirm the 
presence of depressed estrogen production in 18 
patients with toxemia. Low urinary excretion values 
were found in 28 per cent of the patients while 
assays of blood levels evidenced low values in 17 
to 33 per cent. The wide variation in blood and 
urinary estrogen determinations may be explained 
by the utilization of different extraction and assay 
methods and are not readily correlated. 


The findings with reference to urinary pregnane- 
diol excretion in toxemic patients are much more 
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a og a 13 years quai, two previous pregnancies resulting in a miscarriage and stillbirth. Carried to successful termination 
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consistent. This metabolite of progesterone has been 
found to be excreted in decreased amounts by prac- 
tically all investigators, and has been found to char- 
acterize late pregnancy toxemia, by Browne, Henry 
and Venning,!? Lu,!* Siegler,!5 Watts and Adair,!® 
the Smiths,® 7 17 Weil,!9 Taylor and Scadron,!! and 
White and Hunt.! 


Among the 8 treated subjects with fetal survival, 
the average third trimester pregnanediol excretion 
was 47.27 mg. in 24 hours. Wide individual fluctua- 
tions in excretion were observed, the range being 
from 9.21 mg. to 81.96 mg. in the third trimester. 
The general trend was toward increased excretion 
of pregnanediol. This is in agreement with the find- 
ings in normal patients by Browne, Venning and 
others.!? 1378 Since pregnanediol is the only meta- 
bolic product of progesterone which is excreted in 
excessive amounts after the administration of pro- 
gesterone to men and women,?!-*4 this increase in 
pregnanediol excretion is to be expected. It should 
be pointed out that depressed excretion of sodium 
pregnanediol glucuronidate may result from other 
causes than failure of production of progesterone, 
for example: failure of pregnanediol to be conju- 
gated with glucuronic acid, or of changed kidney 
threshold to this substance. 


The evidence concerning the effects of diethylstil- 
bestrol on the metabolism of progesterone is con- 
flicting. Increased excretion of pregnanediol after 
the administration of diethylstilbestrol has been re- 
ported by Smith, Smith and Hurwitz.?5 26 They also 
present animal experiments in support of this find- 
ing.2”. These authors have very recently reported 
significantly increased fetal survival in a large series 
of subjects (180) with toxemia in which the bene- 
ficial effect is attributed to the administration of 
diethylstilbestrol.28 The pregnanediol excretion in 
these patients was not discussed. 


Davis and Fugo?? have administered 50-200 mg. 
of diethylstilbestrol daily to 10 women in early 
pregnancy for periods of six to eight weeks without 
observing any change in the amount of pregnanediol 
excreted. When progesterone alone was given, 30-35 
per cent of the administered hormone could be 
accounted for quantitatively as pregnanediol recov- 
ered above the normal excretion levels. Abarbanel*° 
did not find that doses of diethylstilbestrol up to 
1,000 mg. daily influenced pregnanediol excretion 
im any way. More recently, Sommerville, Marrian 
and Clayton! have reported that the administration 
of 25-50 mg. of diethylstilbestrol daily to two preg- 
nant diabetic women resulted in the marked de- 
pression of pregnanediol excretion and that the 
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production of natural estrogens was only slightly 
affected, if at all. 


Aside from consideration of the effects of diethyl- 
stilbestrol on the metabolism of progesterone, it is 
perhaps significant that in this small group of pa- 
tients the fetal mortality was improved when pro- 
gesterone and oral diethylstilbestrol were adminis- 
tered concurrently in higher doses and when the 
excretion of pregnanediol was maintained at a higher 
level. In patients with fetal loss, the average third 
trimester dose of progesterone was only 41 mg. daily, 
and oral diethylstilbestrol 42 mg. daily. The average 
pregnanediol excretion was found to be only 22.18 
mg. in 24 hours, ranging from 8.12 mg. to 32.80 
mg. daily. In those instances in which fetal survival 
occurred, the average third trimester doses of the 
steroids were significantly larger, namely: 71 mg. 
of progesterone and 72 mg. of oral diethylstilbestrol 
daily. The urinary pregnanediol excretion averaged 
50.28 mg. in 24 hours. 

Extremely high levels of chorionic gonadotropin 
characterize the first trimester of normal pregnancy 
and may be maintained into the second trimester. 
Low assay values are found in the later second and 
in the third trimester, with a secondary rise in the 
last month of the third trimester.® 15 16 17 31 35 


Studies with reference to chorionic gonadotropin 
production in the toxemias are not in agreement. 
Excessive amounts of the placental gonadotropin in 
the third trimester of late pregnancy toxemias have 
been confirmed by many workers.? 364? The inci- 
dence has been reported to range from 61.5 to 100 
per cent in the various studies. The interpretation 
of the finding is still controversial, as regards the 
evocation of the toxemic state and to fetal mortality 
in the absence of the signs of toxemia.! 3 !! 12 15-18 
20 42 43 None of the patients presented here showed 
low blood chorionic gonadotropin levels in the third 
trimester, nor was there any significant difference 
in production of this hormone in instances in which 
there was fetal mortality, the third trimester values 
being 4,405, R. U. per 100 ml. blood in the group 
with fetal survival and 4,372 R. U. among the pa- 
tients with fetal loss. Furthermore, the blood levels 
were not influenced by the administration of steroid 
hormones, in the preparation and doses used. 


Previous pregnancies in these individuals are of 
great significance.** The Smiths*® have recently re- 
ported that in 66 women who had high fetal mor- 
tality with previous toxemic pregnancies, the fetal 
loss had been reduced to 6.2 per cent by the ad- 
ministration of diethylstilbestrol. In 76 women who 
had experienced spontaneous premature delivery in 
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83 per cent of their previous pregnancies the fetal 
loss had been reduced to 49 per cent by the admin- 
istration of diethylstilbestrol. 


There had been 18 previous pregnancies in 11 of 
the patients in this series. The previous survival in 
these 11 patients had been only 22.2 per cent. A 
survival rate of 63.3 per cent was observed in these 
women when hormonal therapy had been admin- 
istered. 


The difference in the fetal survival in these pa- 
tients may or may not be attributable to the ad- 
ministration of diethylstilbestrol, since they received 
progesterone as well. Failure or equivocal results 
from the combined therapy have been reported by 
the Smiths,’ * by Taylor et alii,45 4° and improved 
fetal survival by White and her co-workers,! ? 3 the 
Smiths,$ and Palmer and Barnes.*’ Diethylstil- 
bestrol alone has been used with equally good 
results.?5-78 


SUMMARY 


(1) Thirty consecutive diabetic pregnancies were 
studied. Repeated blood chorionic gonadotropin 
assays (2086) were made on these patients and 146 
urinary pregnanediol estimations on 12. 

(2) The fetal survival in 27 diabetic pregnancies 
treated with progesterone and stilbestrol was 66.7 
per cent. In 11 of them with previous diabetic 
pregnancies not treated with hormones the fetal 
survival was 22.2 per cent. 

(3) In this study the level of blood chorionic 
gonadotropin could not be correlated with fetal mor- 
tality or maternal toxemia. 

(4) Blood chorionic gonadotropin levels in the 
third trimester were not significantly influenced by 
administration of progesterone and stilbestrol in the 
doses and preparations used. It could not be used 
as a guide for therapy. 

(5) Significantly increased excretion of pregnane- 
diol was associated with increased fetal survival. 

(6) The following clinical features are of value 
in determining the indications for and dosage of 
hormonal therapy: 

(a) The duration of diabetes 

(b) Previous pregnancies 

(c) Obesity 

(d) Signs and symptoms of toxemia 
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DISCUSSION (Abstract) 


Dr. William R. Jordan, Richmond, Va.—The paper 
emphasizes anew the need for data on this interesting prob- 
lem which year by year is increasing in importance by 
virtue of the many young diabetics now living and marry- 
ing and conceiving as compared to the pre-insulin days. 
The author’s fetal mortality rate in treated cases, of 35 per 
cent, is about the average for cases without hormone therapy 
as reported by other authors, yet of evident improvement 
as compared to the 78 per cent mortality in previous preg- 
nancies as obtained by history in these same cases. One 
cannot but wonder whether the improvement was not due 
in part to the weekly visits and meticulous general and 
diabetic care given, rather than wholly to the hormone 
therapy. 


Of interest along this line is the fact that the mortality 
tate for his cases sectioned was only 15 per cent, whereas 
the mortality in the others was 55 per cent, nearly four 
times this figure. It seems unlikely that cesarean section 
alone could make such a difference; therefore, we assume 
that the series is too small for statistical purposes, since 
the results are inconsistent in many. other respects. For 
example, the patient with next to the lowest pregnanediol 
output had a living child, and the one with the highest 
blood gonadotropin also had a successful pregnancy, indi- 
cating that factors other than the hormones were very 
significant. One needs to combine all such studies in order 
to evaluate properly the significance of this work. 

My experience differs from Dr. Keltz’s in that the gonado- 
tropin level has been a good index of fetal outlook and 
it has fallen rather consistently when the dose of stilbestrol 
Was increased; but I have used larger doses in general than 
he has, up to 150 mg. daily. 
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Certainly we need some fundamental research in what 
is going on in these cases. We need a test which is simple, 
quick, and economical, and we need to know how to 
interpret it. 

I am not sure that I can say positively when a diabetic 
is controlled, although we have had years of experience 
along that line. I am not sure that I know when the 
gonadotropin is controlled. In this study we simply have 
to make as good estimates as we can and chart the case 
in a certain column. 


In thirty-five cases we did gonadotropin determinations. 
During the war we had to use rabbits because the govern- 
ment took the rats, and we found a much better test insofar 
as cost and simplicity are concerned. We take whole serum, 
inject it into a vein, and kill the rabbit twenty-four hours 
later. The first group of patients studied were normals, 
thirteen cases. Two babies died, a fetal mortality of 15 
per cent. 

The next group, of sixteen cases, had a high gonadotropin 
which was brought under control with large doses of 
stilbestrol, and here the fetal mortality was 19 per cent. 


In the high cases, gonadotropin cases without control, 
there were only six cases. All the babies died, a definite 
difference in mortality rate in this group. 

Meticulous general and diabetic care and obstetrical 
judgment and technic seem definitely beneficial. 

Cesarean section in primiparae and in those with a poor 
obstetrical record should be recommended at the present 
stage of our knowledge. 

The fetal mortality is probably related to the hormone 
level. 

Hormone therapy is probably worth while but deserves 
more study. If treatment is used, it should be pushed until 
the tests are normal just as insulin should be increased until 
the blood sugar is controlled. 


Dr. Walter E. Vest, Huntington, W. Va.—I want to ask 
Dr. Keltz what chance these children have of developing 
diabetes in later life. 


Dr. Keltz (closing). —I do not know what per cent of the 
children of diabetic mothers will develop diabetes in later 
life. The hereditary feature of diabetes mellitus has been 
definitely shown to follow the mendelian recessive law. 


We cannot feel that the improvement in fetal survival in 
the eleven patients with diabetic pregnancies not treated 
with hormones, and the same patients with pregnancies 
treated with hormones, is due to improvement in diabetic 
and obstetrical care. Six of these patients had been under my 
observation during all of their pregnancies and the diabetic 
care was essentially the same at all times. These six patients 
were handled by the same obstetrician and the obstetrical 
care was the same. Five of the patients, however, had not 
been under our observation with their previous diabetic 
pregnancies. 

There are very wide fluctuations in the gonadotropin and 
pregnanediol levels in the same patient. In those with fetal 
survivals the gonadotropin average for the third trimester 
was 1,625 R. U. per 100 ml. of blood and 8,400 in another 
patient. In those with fetal mortalities it varied from 1,200 
R. U. ml. of blood to 8,100. We were not able to derive any 
benefit from the blood chorionic gonadotropin levels as a 
guide to fetal survival or a guide to dosage of diethylstil- 
bestrol. 


: 
30 
‘4 
ng 
of 
ial $ 
he 
a. 
he 
b- 
‘Ic 
J. 
he 
in 
b- 
ry 
g- > 
in 
\ 
id 
in 
e- 
ip 
y y 
id 
d 
of 
ts 
a 
y 
h 
4 
A 
? 
f 
t 


814 SOUTHERN MEDICAL JOURNAL 


There were wide variations in the pregnanediols, too, as 
the tables show, and Dr. Parsons very well brought out the 
fact that the technics are not too good. There did, however, 
appear to be a definite relationship between the urine preg- 
nanediol levels, the fetal survival, and the dosage of pro- 
gesterone. We are not familiar with the quantitation of the 
gonadotropin assay of rabbits compared with that of rats. 


THE PHYSIOLOGIC ANALYSIS OF THE 
PSYCHOSOMATIC ASPECT OF 
PEPTIC ULCER* 


By Anprew C. Ivy, Ph.D., M.D., D.Sc., LL.D.t 
Chicago, Illinois 


INTRODUCTION 


I have chosen to discuss this particular subject 
because the aspect of medicine, which is now being 
termed psychosomatic medicine, had its origin in 
the field of the physiology of the alimentary tract, 
and we have heard a great deal about this aspect 
of medicine in the last ten or twelve years. I have 
read considerable loose experimentation and writing 
on this particular subject and, for that reason, I 
wish to present a physiologic analysis of the problem 
involved. 

We must in this particular field insist, as we have 
insisted in the field of psychoanalysis, that phy- 
sicians employ the classical logic of science and 
medicine in drawing conclusions. They are no more 
warranted to draw conclusions in the field of psy- 
chosomatic medicine on the basis of the post hoc 
propter hoc logic or on the basis of faulty physiologic 
and experimental evidence and systematic analysis 
than is a person working in any other field. 


EMOTIONAL STATES AFFECT THE ALIMENTARY TRACT 


That emotional situations affect the alimentary 
tract has been known for ages. This is mentioned 
in the oldest writings of man. The mechanism con- 
cerned was established scientifically by the physi- 
ologist Pavlov when he demonstrated that one could 
condition the salivary glands to secrete saliva in 
response to a tuning fork, or a bell, or to scratching 
a particular area of the skin: in other words, he 
demonstrated that you could teach the salivary 
glands, a visceral structure, to secrete. 


I need not detail the experiments by which he 


*Read in Section on Gastroenterology, Southern Medical Association, 
Forty-Third Annual Meeting, Auspices Campbell-Kenton County 
on ey of Northern Kentucky, held in Cincinnati, November 
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Chicago. 
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demonstrated that fact. Using the same technic we 
know that the gastric glands can be taught to secrete 
to a conditioned stimulus such as the sight, smell, 
or taste of a particular item of food, or the ringing 
of a bell, or the scratching of the skin, or almost 
any stimulus. There is evidence indicating that you 
can even affect the secretion of the kidney on the 
basis of a conditioned mechanism. Similarly the 
blood pressure, the heart rate, the sweat glands and 
the pilomotor muscles of the skin can be influenced. 
For example, after the first World War, I saw several 
patients with shell shock, who could at will cause a 
certain area of the skin to sweat or a certain area 
of the skin to break out in sudamena (goose flesh). 


Dr. Beaumont first demonstrated in Alexis St. 
Martin that emotional states affected the secretory 
and motor activity of the stomach, and the extent to 
which the gastric mucosa is supplied with blood. This 
has more recently been observed in man and animals 
by Cannon, Carlson, and Wolf and Wolff. 


Dr. Todd, formerly the anatomist at Westem 
Reserve University, took freshman medical students 
when they entered school in the fall, gave them 
barium, placed them in front of a fluoroscope, and 
then exposed them to a set of embarrassing ques- 
tions. He observed that the stomach lost tone and 
dropped in the abdomen. On re-exposing the students 
to embarrassing situations as the year progressed, 
he found that about 90 per cent continued to re- 
spond in the way that they did when they entered 
the freshman class, and that 10 per cent responded 
in a different way. They responded by manifesting 
hypermotility of the stomach, so that in some in- 
stances their stomachs appeared like socks filled 
with billiard balls. It was in this latter group of 
students that duodenal ulcer developed as they con- 
tinued their medical course of study. Not all of 
these students developed duodenal ulcer, but those 
students who developed duodenal ulcer belonged to 
the group which responded to sustained or repeated 
emotional tension by manifesting hypermotility of 
the stomach. I have made similar observations in 
medical students. 


UNHYGIENIC LIVING SERVES AS EXCITATORY 
CAUSE OF PEPTIC ULCER 


Physicians have believed for a long time that an 
emotional situation or a tension state, serves as an 
excitatory cause for peptic ulcer, particularly duo- 
denal ulcer, in some patients. As a result of observa- 
tions made in certain European countries during 
World War II, we now have statistically significant 
clinical evidence demonstrating that the presence of 
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an environmental condition which is associated with 
the development of a tension state increases per- 
forations of and hemorrhages from peptic ulcers. 
For example, beginning in October, 1940, when the 
Germans started their air raids on London, there 
was a marked increase in the number of perforations 
and hemorrhages from peptic ulcer in the people in 
London. This increase continued through January 
1941. The increase was statistically greater than 
the usual fall increase in perforations and hem- 
orrhages. 

To make this demonstration even more impres- 
sive, when the Germans gave up their raids on 
London and started to raid the country towns in 
England, the incidence of perforations and hem- 
orrhages increased in the country towns and de- 
creased in London. 

Similar observations were made in Norway, 
Switzerland, and Sweden, though they were not sta- 
tistically significant in Sweden. Studies on the 
incidence of peptic ulcer in these populations during 
the war did not reveal a significant increase except 
in Switzerland. Referring to the experience of the 
U. S. armed forces during World War II, you will 
recall that an increase in the incidence of peptic 
ulcer appeared to be occurring during the early 
years of the war in our soldiers, but for all the years 
of the war, the incidence of peptic ulcer was no 
greater in our soldiers and sailors than that in our 
civilian population. Apparently the increase in ex- 
acerbations in ulcers that occurred in the camps and 
in the armed forces early in the war was simply an 
exaggeration of a pre-existing condition, similar to 
the exaggerated incidence of perforations and hem- 
orrhages in London. 


So we have very interesting statistical evidence 
which supports the general clinical impression, which 
has been prevalent for years, namely: that a tension 
state predisposes to the occurrence of the perforation 
or hemorrhage of a peptic ulcer. 

In England, when a person dies, the physician, 
on filling out the death certificate, must classify the 
deceased in regard to his social class or income 
group. There are five social or income classes. The 
first class is the high income group, which consists 
of the directors of banks, managers of concerns, the 
so-called high-pressure type of individual who car- 
ries on his shoulders the responsibilities of business, 
production, promotion and meeting a pay-roll. The 
unskilled laborers form class 5. 


When the mortality data for peptic ulcer is 
studied, it is found that the mortality from duodenal 
ulcer is significantly greater in the men of class 1, 
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that is, the high-income group, than in other classes. 
On the contrary gastric ulcer is particularly high in 
the men and women in class 5. The mortality is 
lowest in the married women of class 1. 


Another interesting statistical fact is that when 
an unmarried woman takes on the responsibility of 
a skilled laborer, of a supervisor of a group of 
workers, then she has the same incidence of death 
from duodenal ulcer as the men in the same group. 


IS A TENSION STATE A BASIC CAUSE 
OF SOMATIC DISEASE 


Now I should like to raise a question: is a tension 
state a basic cause of peptic ulcer or of any other 
so-called psychosomatic disease, or is it only an 
excitatory cause? When you read the articles re- 
porting the foregoing facts and others in the same 
category, you find that the authors are cautious in 
regard to answering this question. For example, the 
articles regarding the increased incidence of perfora- 
tions and hemorrhages of peptic ulcer during air 
raids, say essentially as follows: “The people of 
London during the period of air raids were not only 
in a state of tension, but they were also crowded 
together, exposed to more respiratory infections; and 
they ate more irregularly, smoked more, and drank 
alcoholic and caffeinated beverages more excessively, 
and dietary irregularities were increased.” 


In other words, there were a number of unhygienic 
factors introduced into their living other than a 
tension state, and every one of these factors which 
I have mentioned has been reported to be an ex- 
citatory factor by several authorities writing on 
peptic ulcer. 

I remember when I was a medical student, the 
professor of medicine emphasized “focus of infec- 
tion” as a cause of peptic ulcer. If you go back to 
the period of 1912 to 1925, you will find that a 
focus of infection was considered to be an excitatory 
cause or the cause of peptic ulcer in about 80 per 
cent of the papers published on the subject, which 
is quite analogous to the situation today in which 
a tension state is considered to be a prime factor 
in the etiology of peptic ulcer. 

For example, it should be recalled that nervous 
tension, physical or emotional fatigue, loss of sleep, 
unhygienic eating and living habits, upper respira- 
tory infections serve as provocative or excitatory 
causes of tuberculosis. Yet, the basic cause of 
tuberculosis is mycobacterium tuberculosis. 

Next, I should like, in the time that remains, to 
point out that during World War II, as a conse- 
quence of the fact that a psychiatrist, gastroscopist, 
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radiologist, and internist frequently worked together 
in the team, there was collected a group of data 
which throws a great deal of light on the answer to 
the following question: is a tension state a basic 
cause of peptic ulcer or any other disease, or is it 
only an excitatory cause? 


I have in mind a group of patients who were 
studied by these four specialists under the diagnosis 
of functional dyspepsia. The patients did not have 
peptic ulcer as revealed by gastroscopy and x-ray 
and other methods of examination. 

All of these patients I have in mind had definite 
psychoneurotic trends or a definite diagnosis of 
psychoneurosis over a period of five years or longer; 
that is, they had the tension state with dyspepsia 
symptoms before they entered the army. These 
patients were of two types. One type had the tension 
state and dyspeptic symptoms with gastritis and the 
second type without gastritis. 


In the group in which there was evidence of a 
superficial gastritis, the question arises: did the ten- 
sion state cause the superficial gastritis? It may 
have, since on the basis of our knowledge of pathol- 
ogy, a repeated attack of a superficial gastritis may 
lead to chronic superficial changes which were found 
in some of these cases; but that, I should like to 
point out, is a matter of supposition. On the other 
hand, the other group of patients with the tension 
state did not have any organic change in their 
stomach. How, then, do you account for their 
dyspeptic symptoms? Either their tension state 
caused a disturbance of the digestive activity of 
their stomach or duodenum, principally the motility, 
or they had a fixation of dyspeptic symptoms in 
their cerebral cortex, as some patients with a phan- 
tom limb have a fixation of pain, numbness or 
tingling. We have no other suggestions or possi- 
bilities to consider. 

This means that there is a group of individuals 
who can experience a tension state over a long period 
of time and have the symptoms of dyspepsia but 
have no organic disturbances whatsoever. On the 
other hand, there is a group of individuals who can 
experience a tension for a long period of time and 
have evidences of superficial organic changes in their 
stomach but without developing a peptic ulcer. 


A TENSION STATE AFFECTS THE SUSCEPTIBLE ORGAN 


This emphasizes the important point that I want 
to make and that is: if a tension state is a cause for 
peptic ulcer, it must cause a peptic ulcer only in 
the presence of a susceptibility to the disease. There 
must be a basic susceptibility to the development 
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of peptic ulcer, if a tension state is going to serve 
as a basic or excitatory cause of the peptic ulcer. 

At the present time we are not in a position to 
say whether or not a tension state may cause a 
psychosomatic disease of a particular susceptible 
organ or “shock organ,” so to speak, or whether it 
serves only as an excitatory cause. 


The susceptibility referred to in this analysis may 
be constitutional, but when we introduce the con- 
cept of “constitutional susceptibility” to any disease, 
we introduce a biological truism. Everyone knows 
that a range of susceptibility to various drugs exists, 
a range of susceptibility to various poisons, a range 
of susceptibility to various infectious agents. A con- 
tagious disease may appear in a community and only 
a few people will develop the disease. In the same 
way we would expect to find a range of susceptibility 
to peptic ulcer, a range of susceptibility, we will say, 
to neurocirculatory asthenia; and so on, going 
through the group of so-called psychosomatic dis- 
orders. 


A PATHOGNOMONIC GROUP OF TRAITS FOR PSYCHO- 
MATIC DISEASE DOES NOT EXIST AT PRESENT 


When it comes to trying to identify a group of 
personality traits or anatomical traits, we find a 
great deal of confusion in the literature. However, 
we cannot find any contribution in the literature 
which will say that a certain personality trait or 
group of traits is pathognomonic for the develop- 
ment of neurocirculatory asthenia, or, for the de- 
velopment, we will say of colonic dyskinesia, or of 
ulcerative colitis, or of so-called psychosomatic dis- 
eases of the skin. The same is true of anatomical 
traits or anthropological data. 

So, when it comes to defining just what the con- 
stitutional factor is we are stymied due to relative 
ignorance at the present time. 

A constitutional factor exists in regard to the 
susceptibility of the male and female to disease. 
For example, in the first year of life about 1.4 males 
die to 1 female, and this is true of almost all species 
which have been studied. Why the male tends to 
be more susceptible to disease than the female, we 
do not know. The problem, then, of trying to dis- 
cover and define those things which in most cases 
signify a constitutional susceptibility has yet to be 
solved. 


SUMMARY 


So, in considering this subject of psychosomatic 
medicine we must not be carried off our feet, but 
apply the same criteria of logic and laws of evidence 
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to this field of medicine that we apply to other fields. 
According to the present time we cannot state un- 
equivocally that any disease is a psychosomatic 
disease per se. According to my analysis of the evi- 
dence available at the present time, a tension state 
is more likely to prove to be an excitatory cause 
than a basic cause of disease; and if it is ever a basic 
cause, it operates only on the basis of a constitu- 
tional susceptibility of the organ to the disease which 
affects it. 


THE CLINICAL COURSE OF IDIOPATHIC 
ULCERATIVE COLITIS* 


PROGNOSTIC IMPLICATIONS 


By Frank C. Bone, M.D. 
JuLian M. Rurrin, M.D. 
GrorcE J. Bayiin, M.D. 
and 
CHESTER CASSEL, M.D. 
Durham, North Carolina 


The clinical course of nonspecific ulcerative 
colitis is extremely variable. Frequently, it is im- 
possible to determine, when a patient is first seen, 
what is likely to happen in the ensuing months or 
years. In some patients the disease is mild in the 
beginning but later may become severe or even 
fulminating. In other patients, remission or clinical 
recovery may follow a severe attack. In still others, 
the disease is characterized by remissions and re- 
lapses, and one often wonders if permanent recovery 
ever occurs under medical management. 

Because of the unsatisfactory results of conserva- 
tive therapy in many cases, earlier and more 
frequent use of surgery has been advocated by 
some.'?34 However, to subject an individual who 
might recover under medical management to an 
ileostomy is hardly justified. Therefore, a decision 
as to the use of surgery, always a difficult one, is 
dependent upon a knowledge of the natural course 
of the disease, as well as upon careful study of the 
patient’s general condition. Furthermore, evalua- 
tion of any specific therapy is impossible without 
taking into consideration the variable clinical course 


*Read in Section on Gastroenterology, Southern Medical Association 
Forty Third Annual Meeting, Auspices Campbell-Kenton County Med- 
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of the disease including its spontaneous remissions. 

In studying a disease whose etiology is unknown, 
whose course is variable and unpredictable and for 
which there is no specific therapy, it was felt that 
a fruitful field of clinical investigation might be a 
consideration of the natural history of that disease. 
There have been many excellent articles analyzing 
the data obtained from large series of cases of 
ulcerative colitis.5 © 78 Some studies emphasizing the 
clinical course have been made,? !°!! !? however, 
little information is available concerning the relation- 
ship of the clinical and laboratory findings to the 
course and final outcome of the disease. By corre- 
lating such factors as initial severity, roentgen and 
sigmoidoscopic findings with the clinical course and 
final result, it was thought that valuable information 
of prognostic significance might be obtained. 


Material.—The diagnosis of chronic idiopathic 
ulcerative colitis was made in each patient on the 
basis of characteristic roentgen and sigmoidoscopic 
findings after careful exclusion of other diseases of 
the colon. The case histories of 145 patients having 
nonspecific ulcerative colitis were reviewed. Of 
these, 112 patients were followed for one year or 
longer, or were operated upon, or died. These pa- 
tients formed the basis for this study. The longest 
period of observation was 18 years, and the average 
for the entire series studied was 5.7 years. 


All of the patients were hospitalized on at least 
one occasion. Treatment, which was fairly uniform, 
consisted of a low residue diet, antispasmodics, 
demulcents, vitamins, blood transfusions, cod liver 
oil retention enemas, chemotherapy and antibiotics. 
In many instances autogenous stool vaccines were 
administered. Psychogenic factors were recognized 
in many of these patients, but formal psychiatic 
evaluation and psychotherapy were feasible in only 
a few. In all patients some type of medical treat- 
ment was continued at home. 


Classification—In order to study the course of 
ulcerative colitis, the clinical, roentgen, and sig- 
moidoscopic findings have been classified and inter- 
related. 


(1) Severity on Admission.—The severity of the 
patient’s illness, when first seen, was classified as 
mild, moderate, or severe. This evaluation was de- 
pendent upon clinical data only and included diar- 
rhea, blood in the stools, fever, weight loss, anemia, 
and disability. The patient classified as “moderate”’ 
usually had 5-10 stools a day with blood, low grade 
fever, 10-15 pounds weight loss, slight secondary 
anemia and partial disability. Half of the patients 
were classified “moderate”; the remainder were 
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equally divided between “mild” and “severe” (Chart 
1). 


(2) Age at Onset.—The range of age at onset 
was from three to 72 years with half of the cases 
occurring between the ages of 20 and 40 (Chart 2). 


(3) Extent of Disease——In 94 of the patients 
satisfactory films were available for review. The 
anatomical extent of the disease was determined 
largely by the location of characteristic x-ray 
changes seen by barium enema. The presence or 
absence of disease in the rectum was determined 
by sigmoidoscopic examination (Chart 3). 


(4) Clinical Course.—Aiter reviewing the cases, 
it was found that all the patients followed one of 
four clinical courses. Although each patient fell 
clearly into one of these four groups, an occasional 
patient changed from one course to another (Chart 
4). These categories were determined entirely by 
clinical data without consideration of x-ray or 
sigmoidoscopic findings. 
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(a) Recovery Between Attacks (55 Per Cent) — 
The course of the majority of the patients was 
characterized by repeated attacks, varying in dura- 
tion from several weeks to several months with 
clinical recovery in the intervals. In some, the 
attacks were mild and in others severe. The fre- 
quency was likewise variable. In some patients the 
attacks were few in number over a period of years. 
In others, they occurred once or twice a year. In 
the phase of remission, however, all were completely 
asymptomatic with normal bowel function, carrying 
on their usual activities. 


(b) Improvement Between Attacks (30 Per 
Cent).—The next largest group were those who had 
one or more attacks with improvement but not 
complete recovery between exacerbations. Bowel 
function did not become normal and occasionally 
blood was noted. 

(c) Continuous Symptoms (10 Per Cent).—This 
group of patients experienced no material change 
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in the course of observation. The diarrhea and bleed- 
ing fluctuated but were continuously present. 


(d) Fulminating Course (5 Per Cent).—The dis- 
ease in this group of patients was sudden in onset, 
rapidly progressive and accompanied by profound 
constitutional symptoms. 


(5) Sigmoidoscopic Course.—The proctosigmoid- 
oscopic appearance in these patients varied from an 
absolutely normal mucosa to a diffuse inflammatory 
process involving the rectum and sigmoid. However, 
by far the most common finding was one in which 
the normally delicate mucous membrane with its 
visible network of vessels was replaced by a granular 
mucosa which bled easily on slightest trauma. Not 
infrequently the lumen of the bowel was markedly 
narrowed, but in no instance was a localized stric- 
ture ever observed. Rarely, deep, punched out, 
isolated ulcers with relatively normal intervening 
mucosa were seen. 


The proctoscopic course, as determined by re- 
peated observations in 89 patients, fell into well- 
defined groups (Chart 5). 


(a) Normal Between Attacks (41 Per Cent).— 
In most of the patients, the typical proctoscopic 
appearance as described above, was repeatedly ob- 
served throughout the course of the disease. During 
remissions the mucosa was usually normal in color 
and somewhat granular in appearance. However, on 
one or nore occasions during the period of observa- 
tion, the mucosa was observed to be entirely normal. 


(b) Improved Between Attacks (40 Per Cent) .— 
In this group of patients, the same improvement 
as noted above was observed, but on no examination 
was a normal mucosa seen regardless of the clinical 
condition of the patient. 
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(c) Unchanged or Worse (19 Per Cent).—In 
these patients the proctoscopic appearance failed to 
improve or became worse. 


(6) Roentgen Course—The x-ray changes con- 
sidered characteristic of the disease consisted of fine 
serrations, alteration of the mucosal pattern, “pseu- 
dopolyposis,” rigidity and shortening of the colon. 
The serrations may escape detection because these 
fine projections are often quite small and are, in our 
experience, not always associated with spasm. Even 
when known to be present, they may be obliterated 
by overdistension of the colon. This change cannot 
be detected by fluoroscopic observation and must 
be looked for with great care on the films. The 
mucosal changes are best studied on the post evacua- 
tion film. One of the changes frequently observed 
is a loss of the normal crinkling effect. When this 
is lost, there remains only the delicate longitudinal 
fold pattern: This alteration alone, however, is not 
diagnostic and may be seen in the “irritable colon.” 
A mucosal change indicative of ulceration is the 
absence of normal mucosal pattern with scattered 
punctate miliary-like granules of barium. ‘“Pseudo- 
polyposis” presents a somewhat characteristic mu- 
cosal picture in which the barium column is more 
or less uniformly interrupted by rounded filling 
defects. This change, when seen in profile, may be 
difficult to distinguish from large ulcers, but in 
general “pseudopolyps” are more regular in outline. 
Rigidity and shortening usually present no diag- 
nostic problem and can be recognized both fluoro- 
scopically and by film. In spite of roentgen ab- 
normalities usually seen in ulcerative colitis, areas 
of the colon may be involved by the disease and 
still present no x-ray changes. 


Eighteen patients had “pseudopolyposis” and five 
had involvement of the terminal ileum. In 65 pa- 
tients, repeated x-ray examinations were available 
for study. In 72 per cent (47 patients), no change 
in the anatomical extent of involvement was noted. 
In 6 per cent (4 patients) the extent of involvement 
diminished. In other words, definite x-ray changes 
indicative of ulcerative colitis, reverted to normal 
in a given area. Regression of x-ray change has also 
been noted by others5® Twenty per cent (12 
cases) showed definite involvement of areas pre- 
viously observed to be normal. 


Clinical Correlations. (1) Correlation of Severity 
on Admission with Clinical Course and End Result. 
—Regardless of the clinical severity on admission 
the majority of patients followed an intermittent 
course with improvement or recovery between at- 
tacks. However, the final outcome was related to 
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the initial severity in that 80 per cent of those 
patients classified as “mild” improved or recovered. 
Seventy per cent of the “severe” group became 
worse or died and 50 per cent of this group required 
surgical treatment. 


(2) Correlation of Age at Onset with Clinical 
Course and End Result.—There was no relationship 
between the age at onset and the type of clinical 
course that the patient followed. However, the end 
result of those whose disease began below the age 
of 10 or over 60 was poor, all of the latter having 
died of their disease. 
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Roentgen Correlations. (1) Correlation of Ana- 
tomical Distribution with Clinical Course and End 
Result-—There was no relationship of the ana- 
tomical extent of disease to the clinical course. 
However, the final outcome appeared to depend 
to some degree on this factor. Seventy per cent of 
those with left-sided involvement improved or re- 
covered; whereas 54 per cent of the patients with 
universal and only 36 per cent of those with seg. 
mental involvement improved or recovered. 


(2) Correlation of Clinical Course with Changes 
in the Roentgen Findings.—Although the degree of 


involvement, as determined by x-ray, usually coin- 
a cided with the clinical picture, some patients showed 
oe complete discrepancy between the symptoms and 
454 x-ray findings. For example, an occasional patient 
© 40 4 had little if any diarrhea and still showed extensive 
Y x-ray changes; while other patients, who were 
me seriously ill, had minimal changes in the colon. 
% ne Although, in general, advanced x-ray abnormalities 
ri 1 Y a were observed in patients who had had the disease 
a yj nes for several years, there was no constant correlation 
= 154 j, 9 between the duration of disease and the x-ray find- 
10] ings. However, marked shortening and narrowing 
54 , of the colon occurred only in cases of long standing. 
IMPROVED — _Sigmoidoscopic orrelation. Correlation Between 
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Thirty-five of 50 patients who were clinically well 
between attacks were found on one or more occasions 
during the course of observation to have a normal 
proctoscopic picture; whereas, previously, typical 
changes had been observed. On the other hand, 
patients who had incomplete recovery between at- 
tacks or continuous symptoms consistently had sig- 
moidoscopic evidence of active colitis except, of 
course, in patients in whom the rectum was not 
involved. 

Correlation of Clinical Course with End Results. 
—In the 112 patients, the results of management at 
the completion of this study are shown in Charts 6 
and 7. Nineteen per cent had recovered for a year 
or longer. Forty per cent were classified as im- 
proved. Thirty-four per cent were unchanged or 
worse and 17 per cent died. With one exception, 
clinical recovery occurred only in those patients 
who had an intermittent course with complete re- 
mission. There were no deaths among the patients 
with this type of course. In those patients who im- 
proved but did not recover between attacks, over 
half became worse or died. The patients who had 
continuous symptoms or a fulminating course uni- 
formly did badly or died. 


Surgical Results ——Thirty-one patients were con- 
sidered medical failures and were subjected to opera- 
tion; a colostomy in three, ileosigmoidostomy in 
two, and ileostomy in the remainder. Of those 
having ileostomy, 11 either failed to improve or had 
a recurrence and were subjected to colectomy. The 
surgical results are shown in Chart 8. 


Complications ——The most common complication 
was arthritis, occurring in 9 per cent. Fistula oc- 
curred in 8 per cent, hemorrhage in 6 per cent, 
dermatoses in 3 per cent, perforation in 3 per cent. 
Carcinoma of the colon occurred in only one of our 
patients, a woman of 35, who had had colitis for 16 
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years. Autopsy, done elsewhere, was said to show 
carcinoma of the colon with metastases. In this 
series,.the incidence of carcinoma was lower than 
that reported by several others.’ !4 15 


There were 18 deaths (17 per cent) due to colitis. 
Nine died following medical management and the 
remainder after ileostomy. 


DISCUSSION 


The variable course of ulcerative colitis, plus the 
lack of effective therapy, makes for considerable 
confusion in the management of these patients. 
While ileostomy may have a beneficial effect, in 
our patients so treated, some improved but none 
recovered. On the other hand, colectomy is cura- 
tive, insofar as it removes the site of the disease. 
However, the inherent disadvantages of a permanent 
ileostomy are not to be taken lightly. If data were 
available which would enable one to predict which 
patients were likely to recover without recourse to 
surgery, this crucial decision would be facilitated. 


In general, the outlook was favorable for patients 
who had mild initial symptoms, involvement limited 
to the left side of the colon or an intermittent course 
with clinical recovery between attacks. Conse- 
quently, in patients who present one or more of these 
features, surgery usually is not indicated. The 
serious implications of this disease frequently are 
masked by the mildness of symptoms and the minor 
degree of disability. Careful medical treatment is 
essential, therefore, in even the mildest cases, and 
hospitalization is necessary for complete survey of 
the patient’s status as well as institution of medical 
therapy. It was found that patients who had the 
disease for many years did fairly well; whereas the 
most severe and fulminant courses were seen in 
those who had had the disease a shorter time. If a 
patient survives the first year or two of colitis the 
probability is that he will do well with medical 
treatment alone. 


Patients who were very young or very old at the 
onset of the disease, those with segmental involve- 
ment, or those whose course was unremitting or 
fulminating had by far the least chance for re- 
covery. In these types of cases, surgical intervention 
is frequently advisable. Patients whose course is 
fulminating present an exceptionally difficult prob- 
lem of management. A fatal outcome almost in- 
variably occurs no matter what type of treatment 
is employed. Ileostomy often does not halt the 
rapid progression of the disease, and its use its ques- 
tionable.!6!7 Favorable results have been reported 
in a few fulminating cases following colectomy.’ 
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Since the severity of x-ray abnormalities is not 
invariably related to the patient’s clinical condition 
or to fluctuations of his course, the roentgen picture 
should not be considered the decisive factor in the 
consideration of surgery. ‘“Pseudopolyposis” has 
been mentioned as an indication for surgery with 
the implication that such mucosal change is pre- 
cancerous.'® Evidence for this assumption is lack- 
ing.* '* In our experience, the incidence of colonic 
carcinoma in patients with chronic ulcerative colitis 
is lower than that reported by others. It is felt that 
careful and repeated sigmoidoscopic examination is 
the most useful and reliable method of following the 
course and determining the activity of the disease. 
Barium enema is necessary to establish the extent 
and degree of involvement. It should be pointed out, 
nevertheless, that ulcerative colitis may be present 
despite normal roentgenograms. Therefore, it is 
unwise to depend on x-ray examination alone to rule 
out the disease. 


SUMMARY 


An attempt has been made to delineate the types 
of clinical course of non-specific ulcerative colitis 
in a series of 112 patients followed for an average 
of over five years. The majority had an inter- 
mittent course with attacks followed by complete 
remission, and most of these eventually improved or 
recovered. The second largest group had exacerba- 
tions with incomplete remission. Less than half 
of this group had a favorable outcome. The third 
type was characterized by continuous symptoms 
without remission and the fourth was fulminating. 
Most of the latter two types became worse, fre- 
quently required surgery and many died. 

There was no relationship of the initial severity 
of the disease, age at onset or roentgen findings to 
the type of clinical course followed. However, in 
general, the outlook was favorable for those whose 
initial symptoms were mild, whose anatomical dis- 
tribution was limited to the left side of the colon, 
or whose course was characterized by clinical re- 
covery between attacks. The very young and the 
very old at the onset of the disease, those with seg- 
mental involvement by x-ray and those whose 
clinical course was fulminating or characterized by 
continuous symptoms, did poorly. 


The roentgen findings at times failed to reflect the 
severity of the clinical picture; whereas the sig- 
moidoscopic changes followed the clinical course 
closely. Sigmoidoscopy is thought to be the best 
index of activity; it should frequently be employed 
in the management of patients with ulcerative 


colitis. 
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Medical management was considered satisfactory 
in 59 per cent of the patients in this study and 19 
per cent recovered. In 27 per cent, surgical inter- 
vention was required and 17 per cent of the series 
died. Complications occurred in the proportion 
noted by others, but only one of the group developed 
carcinoma of the colon. 
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DISCUSSION (Abstract) 


Dr. Frederick E. Marsh, Chattanooga, Tenn.—This dis- 
ease tries our skill and patience more than any other disease 
in the realm of medicine; at the same time, very few 
diseases cause as much suffering and expense to the patient 
as does ulcerative colitis. The etiology remains obscure 
despite much investigation. Pathologic examination of the 
colon suggests a lesion of infectious origin primarily. Many 
investigators have disagreed as to the particular micro- 
organism causing the disease. In fact, nearly all the bacteria 
which can be isolated from the bowel of patients with the 
disease have been considered at some time or other to be 
the etiologic factors. Rolleston is of the opinion that the 
disease does not have a specific bacteriologic etiology but 
that lowered resistance of the body permits nonpathogenic 
bacteria to thrive and to develop pathogenic properties. 

Other causes of the disease well worth mentioning are 
food allergy, mechanical trauma, vascular changes in the 
bowel, obstruction to the lymphatic supply, and irritation 
by psychosomatic factors. 


The disease is noted for its many complications. Thes 
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include stricture of the bowel, polyp formation, malignant 
lesions, perforation, hemorrhage and massive phlebitis. Ma- 
lignant degeneration usually appears after the disease has 
been present a long time. Stricture may occur in any por- 
tion of the bowel and may be either ring-like or tubular in 
type. 

Therapy in chronic ulcerative colitis should include three 
objectives, according to Keefer: (1) control of the symp- 
toms and support of the patient’s general condition, (2) 
arrest of the inflammatory condition in the bowel, and (3) 
prevention of chronic invalidism. The use of drugs has been 
disappointing up to the present time. The antibiotics have 
not been effective in bringing about a cure although the 
sulfonamides have often given dramatic temporary results. 
Chronic ulcerative colitis is primarily a problem for the 
internist. Particular attention should be focused upon psy- 
chogenic influences, nutritional deficiencies and allergy. 
All the factors relating to etiology should be studied care- 
fully. Surgery is reserved mainly for the complications of 
the disease such as perforation, carcinoma and stricture. 

Occasionally, surgery will have to be considered in the 
medically intractable cases even in the absence of recog- 
nizable complications. It is generally believed that ileostomy 
should not be done in the acute fulminating severe type 
of the disease. Bargen has observed a high mortality rate 
following ileostomy in acute cases. 


The type of patient with ulcerative colitis who fails to 
respond to adequate comprehensive medical treatment ex- 
tending over a period of many months presents a most 
difficult problem. Fortunately, many of these patients 
have a remission at a time when all hope of improvement 
has been despaired of. Then some type of surgery such as 
ileostomy can be done. At present, I am treating a young 
white man aged 24 years who has had the disease for four 
years. He is a stubborn, irritable, uncooperative individual 
who has almost exhausted the patience of his family and 
his attendants. Many of the cases present marked psy- 
chologic abnormalities similar to those shown by this pa- 
tient. In 1946 he was treated at the Mayo Clinic for three 
months and was sent home on medical treatment. Surgery 
was not advised at that time. For a period of 18 months 
his condition was very grave and required frequent pro- 
longed hospital admissions, transfusions, “amigen” intra- 
venously, and so on. During the past six months, however, 
he has shown much improvement. He has gained 15 pounds 
in weight, his diarrhea has been checked and his stools 
rarely contain blood. I have urged an operation since his 
improvement but he will not consent to it. 

Bockus says that the mortality from chronic ulcerative 
colitis does not exceed 10 per cent among those afflicted. 
This includes those with the fulminating type of disease. 
With diligent care, about 75 per cent of the patients should 
be rehabilitated. Aside from carcinoma and perforation, no 
single finding justifies a hopeless prognosis. 

Dr. Carl W. Kumpe, Covington, Ky.—The largest group 
of patients that we see in our clinics are those with the 
irritable bowel syndrome and certainly we admit psycho- 
Matic factors there, but the appearance of ulcerative colitis 
in such a case is a rarity. What is your opinion as to the 
lysozyme studies that have been made? I have in mind the 
work of Carl Meyer. Because of our interest in liver dis- 
ease, I should like to ask how often you have seen liver 
disease in cases of ulcerative colitis. 


Three years ago we saw a patient with ulcerative colitis 
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and hepatomegaly and with intensive treatment consisting 
of hyperalimentation, the liver receded in size. Unfor- 
tunately, in that case we were not able to get biopsies of 
the liver. In three cases since that time we have made 
needle biopsies and found a normal liver in one and in 
the other two, we found fatty infiltration. These three 
patients had evidence of diffuse damage by the usual liver 
functions. 

A private patient whom I saw two years ago was having 
20 to 30 bloody stools a day, and rapidly losing weight. 
A diagnosis of ulcerative colitis was made. She was ad- 
mitted to the hospital and given blood transfusions. Forty- 
six days following the first transfusion, she developed an 
intense jaundice, with laboratory findings typical of hepatitis. 
Needle biopsy done at that time revealed a virus hepatitis 
and clinical findings were compatible with such a diagnosis. 
Five months after the onset of jaundice, the second biopsy 
revealed the classical findings of postnecrotic cirrhosis. I 
wonder whether in some of the papers that have been 
written about liver disease in patients with ulcerative colitis, 
the factor of virus hepatitis might be entertained. 

Have you had experience with nisulfazole?® Have you 
had experience with the drug recently reported by Dr. 
Bargen, salicylazosulfapyridine ?® 


Dr. Bone (closing) —We encountered no incidence of 
stricture of the colon in our cases and only one of the 
group developed carcinoma. This was a 35-year-old white 
woman who had had the disease for 14 years. So far as 
the etiology is concerned, I can summarize our feelings 
easily by saying that we do not know. We do not believe 
that it is caused by a specific infectious agent. It may well 
be that lysozyme, the enzyme found in the stool which 
destroys the protective mucous lining the membrane of the 
colon, plays some role since it is markedly elevated in this 
disease. It is impossible to say, however, whether this is 
cause or effect. 

We have treated two patients with nisulfazole® with 
inconclusive results thus far. The results of its use in 21 
patients with the disease reported by Dr. Carl Meyer, we 
did not think impressive. We did not study these patients 
specifically in regard to liver function. An occasional one 
had a palpable liver and not infrequently those patients 
who came to autopsy, especially those with the iulminating 
form, had large fatty livers. 


IMPROVING POOR POSTURE* 


By J. R. Garner, M.D.t 
Atlanta, Georgia 


Man’s assumption of the upright state has brought 
about many changes, both anatomical and physi- 
ologic, in his body. Portions of his osseous structure 
were compelled to undergo marked transformations 
as regards size and shape to meet altered demands. 


*Read in Section on Physical Medicine and Rehabilitation, Southern 
Medical Association, Forty-Third Annual Meeting, Auspices 
Kenton County Medical iy of Northern Kentucky, held in Cin- 
cinnati, November 14-17, 1949. 

tVice President, Directing Medical Research, Posture Research In- 
stitute, Inc., Elkhart, Indiana. 
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Vital organs, formerly occupying a practically hori- 
zontal plane, as in other mammals, became super- 
imposed upon each other. Many muscles took on 
new, added and different functions. Such changes 
could be brought about in time by usage, but man 
had no means for adding new muscles and ligaments 
to his anatomy. With the metamorphosis required 
for the “biped” existence, posture became the one 
etiologic factor exerting influence upon general 
health and the activities of life. The one force man 
could not eliminate, the fixed law of gravity, tended 
to pull him to the ground. It became imperative 
that ways and means be found to cope with this 
antagonist. The solution was to bring the body’s 
skeletal frame work as nearly into alignment as was 
consistent with the direction in which gravity ex- 
erted its pull. This followed a line passing downward 
from behind the ear and passing through the centers 
of the shoulder, hip and knee, and then just in front 
of the outer maleolus at the ankle. 


Maintenance of the erect posture requires mus- 
cular control to prevent falling while, at the same 
time, permitting locomotion and other body activi- 
ties. Thus posture became a dynamic factor of our 
lives and forever remains a fight against gravity. 
Good posture exerts favorable influences upon the 
system, while poor posture is always detrimental. 


It seems most incredible that so potent a factor 
as posture should have been so grossly neglected by 
the medical profession. As Hansson says: 


“There is a definite need of more interest and more under- 
standing of body mechanics among pediatricians, school 
physicians, gynecologists, and internists.” 


Goldthwait strengthens this assertion with the 
statement: 


“Achievement of the right use of the body is important 
from the point of view of general health, but it is also 
important in the control of disease, once that has developed.” 


Since our vital organs lie both above and below 
the heart’s level, blood supplying those above is 
carried directly against gravity while that returning 
from the lower levels must overcome the same pull. 
Obviously, man’s heart is required to perform a 
relatively far greater labor than that of other 
mammals. 

While we live, move and have our beings, just so 
long as hearts continue to beat and our lungs supply 
oxygen for the blood stream, we rarely give thought 
to these organs unless trouble arises. 


Under ordinary conditions the heart beats ap- 
proximately 100,000 times a day, pumping an equiv- 
alent of ten tons of blood through the entire body. 
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During the same period the lungs make some 25,000 
respiratory cycles and handle 438 cubic feet of air. 

Poor posture diminishes the chest cavity, restrict- 
ing the lung capacity, while crowding of the lungs 
causes encroachment upon the heart and impedes its 
function. Such conditions bring about diminution 
in both quality and quantity of available blood for 
supplying the system. An effort to compensate for 
such losses is made by our vital organs but this effort 
places an added strain upon them. 


Andre, some 200 years ago, asserted that: 


“Most of the ills of childhood and many of the diseases 
and deformities of later life have origin in the faulty use 
and mal-alignments of the body’s marvelous machine.” 


Many authorities of the present day concur in 
this opinion. 

Poor posture disturbs the functions not alone of 
the heart and lungs, but exerts a similar effect upon 
all organs of the body. Posture is therefore a prin- 
ciple of preventive medicine to which our profession 
is unalterably committed. This also is stressed by 
Goldthwait in his statement: 


“Tt is a far greater achievement to prevent deformity and 
diseases than to correct and cure them.” 


The White House Conference defined body 
mechanics as being the correlation of the various 
systems of the body. 


Splithoff believes the upright posture of man to 
be responsible for a series of disorders in the lower 
back. Other writers express similar opinions. 


Mosher and others have rightly attributed many 
of the functional disorders of the female generative 
organs to the effect of poor posture creating mechan- 
ical interferences with the circulation in the pelvic 
organs, and as often being the direct cause of uterine 
displacements. A report from a gynecologic clinic 
showed that out of 1,000 women admitted and com- 
plaining of backache, the underlying causative factor 
was of postural origin in 820 cases. 

Many agree with Alvarez that “Most constipation 
is unnecessary” and attribute arthritis and other 
rheumatoid conditions to infections arising from foci 
in the intestinal canal, due to ptosis chargeable to 
improper posture. Crampton defines bad posture 
as being “a group of ptoses” while Brill believes 
“faulty posture is to the human body what poor 
engineering is to a bridge.” 

The intestinal canal, the “port of entry into the 
blood stream” is the most important and largest 
focus of infection in the body while the synovial 
fluid of the joints bears a rather close relationship 
to the circulating blood. 


cons 
view 


R 

beer 

mec 

ture 

A 

an ¢ 

and 

of 

stres 

espec 
work 

the | 

that 

“T 

being 

H 

quel 

ing 
char 

fied 

of b 

stan 
natu 

The 
char 

exer 

in tl 
the 

| 

any 
| The 
to t] 

behi 

shou 

lyin, 
grea 

heac 
R 

the 

ever 
body 
fect] 


Vol. 43 No. 9 


Recent reports show that angina patients have 
been found with a faulty filling of the heart due to 
mechanical difficulties directly attributable to pos- 
ture. 


A proper functioning of the brain depends upon 
an adequate circulation of blood of proper quality 
and quantity. This is particularly true in the case 
of executives whose work is largely sedentary. It is 
stressed by Meredith in the statement: 


“A correct position is as important in sitting as in standing, 
especially in the case of those who wish to do good mental 
work while seated, and need a good circulation of blood to 
the brain.” 

The foregoing bears out the statement of Hansson 
that: 


“There is increasingly strong clinical evidence of posture 
being the cause and effect in many conditions.” 


Human bodies present several different types, fre- 
quently familial, not subject to alteration, but, quot- 
ing Goldthwait, “While the type of body cannot be 
changed, the manner in which it is used can be modi- 
fied greatly.”” Upon such principles the application 
of body mechanics has been founded. 

While considering ways and means by which sub- 
standard postures may be improved, the dynamic 
nature of posture must continually be borne in mind. 
There can be no body movement which does not 
change the direction in which the pull of gravity is 
exerted. This requires that there be an alteration 
in the direction of muscular activity for overcoming 
the effect of this ever present force. 


Admonitions, frequently referred to as the three 
‘Ys of posture are: “Sleep tall, sit tall, stand tall.” 
No better or more practical way offers itself for 
consideration of posture in our daily lives than to 
view the subject under these headings. 


“SLEEP TALL” 


A lying posture is more used by mankind than 
any other. One-third of our lives is spent in bed. 
The admonition “Sleep tall” is without reference 
to the vertical, but alludes to the straight line from 
behind the ear, through the shoulder and hip, which 
should at all times be kept straight. The body, when 
lying stretched upon the bed, should show the 
greatest obtainable distance between the top of the 
head and soles of the feet. 


Rarely does one lie in a single position throughout 
the night; some movement is made of an average of 
every twenty minutes and may be of the entire 
body or merely a movement of a limb. This is per- 
fectly natural so long as a postural line through 
the body is kept straight. A mattress that is too 
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soft, a spring that is too yielding, or, as is more 
frequent, both, will permit the buttocks and hips to 
sag producing a hammock effect upon the entire 
body. This requires 15 per cent more energy and 
produces less rest and relaxation. The uppermost 
portion of the body, whether the abdomen or one 
side, is relaxed whereas the opposite side or back, 
that in contact with the bed, is tense. In a proper 
sleeping posture the entire body is simultaneously 
relaxed throughout. 

Much chronic backache is due to a faulty sleeping 
posture and Splithoff says: 


“T have seen many cases of obstinate backache relieved, 
as if by magic, by merely placing the sufferer upon a hair 
mattress with a board between the springs and mattress.” 


Selection of bed spring and mattress is of most 
importance. Mattresses are available with such con- 
struction that there is more rigidity at points where 
the body weight is greatest. See that your mattress 
is firm and that the springs do not yield or else place 
a board between spring and mattress. Folding bed 
boards are available. Keep your torso straight and 
you will find yourself relaxed during sleep and re- 
freshed on rising the following morning. 


Poor postures are most commonly found among 
seated persons. In fact, it has been said that poor 
posture generally takes its origin from poor seating 
which, very frequently, begins in school. Persons 
maintaining a good posture while sitting will gen- 
erally both stand and walk with good posture also. 
The only variance between correct standing and 
sitting posture is that in the latter the thighs are 
flexed at the hips and the legs at the knees. The 
line from the ear through the shoulder and hip 
should be kept perpendicular except when a closer 
approach is required to the desk or machine, then 
the body may be pivoted forward at the hips but 
never buckled at the waist. Under these conditions 
the line remains straight although slightly oblique. 


Always “sit tall” and well back into your chair, 
place the weight squarely on the tuberosities of the 
ischia on which Oliver Wendell Holmes said, “Man 
was designed to sit and survey the works of crea- 
tion.” The coccyx should protrude slightly beyond 
the rear of the chair and thus avoid pressure upon 
that sensitive area. 


Slouching forward in a chair throws the body’s 
weight upon the lower end of the spine and the 
coccygeal region and, by bringing the scapulae to 
rest against the chair back, restricts movements of 
the shoulders and the arms. Slouching backward 
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arches the body forward making an arc of the spine, 
flattening the chest, protruding the abdomen and 
displacing the vital organs. Such faulty postures 
cramp the chest wall, crowd the heart and lung, 
impede both respiration and circulation, and dis- 
place abdominal and pelvic organs, crowding them 
upon each other so that their functions are impeded. 

The first approach of fatigue is noted in the 
lumbar region and for that reason the chair back 
should give support at this point. 

The seat should not extend sufficiently forward 
to exert pressure upon the vessels and nerves in the 
popliteal area, where pressure would retard circula- 
tion to the feet and legs and has resulted in foot 
palsy. Sitting cross-legged may have the same effect. 

Height of the seat should permit the feet to rest 
squarely upon the floor or one ankle to be lightly 
crossed over the other. This posture is restful, com- 
fortable, and can be maintained without effort. 
When the seat is too low the occupant is encouraged 
to slump downward, thrusting the feet forward or 
else pushing them back entwining them about the 
chair rung or base, “stenographer’s stance.” Too 
high a seat permits the feet to hang without support 
and produces deleterious pressure on nerves and 
vessels in the lower and back part of the thigh. 


Overstuffed chairs appeal only to the visual sense 
and encourage slouching. They have no semblance 
of fitting the body in an anatomical way. The same 
is true of all ordinary chairs, most office chairs, and 
many provided for executive use. 

Posture chairs, constructed along anatomical lines 
and completely adjustable to the particular occu- 
pant are available for employees and executives alike. 
It is most important that the chair be fitted to the 
individual and not the user to the chair. An un- 
trained person should never attempt the fitting of 
chairs, any more then he should feel competent to 
fit a suit of clothes, a dress, or a pair of shoes. 

Heinrick (“Industrial Accident Prevention’) says 
that among the physical factors productive of fatigue 
is the provision (or lack of it) of suitable chairs for 
seated workers.” The U. S. Department of Labor 
has found that by proper seating fatigue is mini- 
mized while efficiency is increased. 

Select a proper chair, have it properly adjusted to 
your individual needs and then use it properly. No 
chair will compel good posture; it merely suggests 
it. Your cooperation is needed. All persons follow- 
ing these suggestions will find they are sitting more 
comfortably in a good posture at all times, that 
fatigue is lessened to a marked degree, that general 
health is improved while comfort, efficiency and 
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looks are enhanced. According to Pemberton, “A 
poor posture makes us feel bad and look worse.” At 
the same time, if you sit properly you will probably 
stand and walk with a good posture as well. 


“STAND TALL” 


Our feet are the foundation for our bodies. 
Properly the body weight is transmitted to the feet 
along a line extending down the center of the thighs 
and knees, front of the legs and ankles, thence 
lengthwise along the dorsum of the feet and the 
second toe. This so distributes the weight that it 
is borne by the heels, outer sides and balls of the 
feet. When the body is held tall the gravity line is 
properly maintained and little conscious effort is 
required for maintaining a correct posture. 

Muscles involved in maintaining the body erect 
are members of the voluntary group, but are subject 
to involuntary action when stimulated by the pos- 
tural reflexes. Approximately 300 muscles are con- 
stantly acting under these stimuli, which are capable 
of maintaining erect posture without conscious 
effort, providing the body alignment is such as 
properly to distribute the pull of gravity. 

An important role in proper posture maintenance 
is played by the pelvis, the plane of which has a 
forward and slightly downward tilt. Either accentu- 
ation or diminution of this tilt is followed by poor 
posture. If increased, the concavity of the lumbar 
region is accentuated and lordosis exists; if de- 
creased, there is a straight or “poker” spine. Good 
standing posture is impossible. 


Stand as tall as possible, that is, to your full, 


height: head erect, eyes up, chin in, chest out, 
abdomen flat, hips well under the body, feet to- 
gether with toes straight ahead and the pelvic tilt 
kept at normal. The posture reflexes will maintain 
this pose. 

Avoid high heeled shoes. These tilt the body for- 
ward and require much effort to overcome gravity. 
Even then there is not a proper body alignment and 
the gravity pull is greatly displaced. For a good 
standing posture well fitted shoes with low or 
moderate heels are indispensable. 

Walking, running, hill climbing, dancing, ascend- 
ing and descending stairs, entering and leaving auto- 
mobiles, and stooping are but variants of the stand- 
ing posture but each requires some special considera- 
tion owing to the physiologic bearing and the esthetic 
viewpoint they entail. 

Walking, probably the most frequent of our body 
movements, is our natural mode of locomotion. Per- 
formed in a slovenly manner walking requires more 
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energy than when posture is good. Running is 
essentially walking performed in a more rapid form 
and requiring more physical exertion. 


Keep head up, eyes forward, chest out and ab- 
domen flat and you will exert a minimum of effort 
for maintaining equilibrium while you will walk in 
an easy, graceful, and esthetic manner. Practi- 
cally all Balinese women have perfect figures and 
exceptionally good postures. They carry baskets 
of flowers and fruit upon their heads keeping these 
perfectly balanced. This requires that the gravity 
line be properly maintained. Our American women 
can well afford to take a tip from these South Sea 
natives. 


In walking, the thighs, first one then the other 
should swing forward freely from the hip joints; as 
the forward foot reaches the ground almost flat- 
footedly, the rear foot is flexed at the instep, weight 
of the body is first on the ball of the rear foot and 
then by a slight springing movement is propelled 
forward onto the advanced leg. Momentarily the 
legs and thighs form an inverted “V” and the gravity 
line extends from the head down through its apex. 


Next the forward leg and thigh are brought into 
the vertical by straightening up from the ankle. This 
motion carries with it a slight forward swing which 
acts to propel the rear leg forward as the body is 
brought to rest upon the forward leg. The other leg 
is now ready to swing forward for a repetition of 
the first step. 


Hill climbing is essentially the same as walking, 
with the exception that the body weight must be 
raised with each step. A slight inclination forward 
of the body from the hips is generally advantageous. 

Dancing is another modification of walking in 
which the erect posture makes the body movements 
easier as well as adding grace and charm to the 
movement. 


Ascending stairs is a form of the standing-walking 
posture which is commonly performed with no 
thought as to its correctness. In ascending, some 
bend forward and run up the steps with leaps and 
bounds, others bend forward, grasp the bannisters 
and actually pull themselves up more than is 
tealized. Stair climbing should and can be graceful 
and with good maintenance of posture. 

Keep the body erect; while flexing the knee raise 
one thigh at the hips and place the foot firmly on 
the first step above. Simultaneously straighten the 
body on the forward thigh while the lower foot is 
flexed upon its ball and gives an upward shove to 
the body transferring the weight onto the uppermost 
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leg. The second foot is then ready to negotiate 
the next step in a similar manner. 

Descending stairs, while easier than ascending, is 
frequently performed in a slovenly manner with very 
poor posture. Many persons make an effort to see 
each step, grasp the hand rail as if in fear of falling, 
and shuffle down. Gravity pull is greatly increased 
and much muscular effort is required to prevent 
falling. 

Keep the body erect with the eyes raised. A 
slight turn of the head will give a general view of the 
steps enabling one to make sure of his footing. Flex 
one knee, placing the other foot firmly upon the 
next lower step. Transfer the body weight to the 
forward foot retaining an erect posture. Bring down 
the other foot which is then ready to descend to the 
next step. Good posture is maintained and descent 
is both graceful and easy. 

Entering an automobile, an action performed 
many times a day by the majority of our population 
is generally a most ungraceful performance associ- 
ated with the poorest of posture. Many persons 
push their head and shoulders into an automobile 
and then proceed to pull themselves into the car 
ungracefully and with the poorest of posture. 

Face the front of the car, raise the foot nearest 
to the side of the car and place it inside on the floor. 
With a slight push from the ground foot slide the 
buttocks into the seat, straighten the body and bring 
in the other foot. 


Leaving automobiles is also an act usually per- 
formed with very little grace and no posture. Per- 
sons are inclined to slide or to pour themselves out. 

Place the outside foot on the ground, flex the 
knee on the other side to maintain balance. Transfer 
weight to the ground foot while bringing out the 
other and placing it on the ground beside the first. 
Straighten up the body. This movement is graceful 
and good posture is retained. 

Stooping is a movement most frequently made by 
simulating the trick of trying to touch the floor with 
the fingers while holding the knees straight, a most 
ungraceful movement, accompanied with the poorest 
of posture. 

Place one foot a little in advance of the other. 
Keep body erect with weight borne upon both feet. 
Flex simultaneously at both hips and knees and the 
ball of the rear foot, gradually lowering the body 
until the hands easily contact the object sought. 
Standing is resumed by raising the body and bring- 
ing the legs together. 


In conclusion, it is hoped that this article has 
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brought to your attention the great importance of 
proper posture in the maintenance of health, increas- 
ing efficiency and reducing fatigue. If citation of 
the more common forms of poor posture, their causa- 
tion and effects, together with suggestions for over- 
coming them, have stimulated you to a renewed 
interest in this important, though too much neg- 
lected, subject our aims will have been accomplished. 
Posture plays a leading role in preventive medicine, 
its effects are far reaching and we, as physicians, 
should give more thought and consideration to its 
effects upon the human body as well as to the ways 
and means for correcting posture when it is poor. 


DISCUSSION (Abstract) 


Dr. Ferdinand F. Schwartz, Birmingham, Ala—To the 
three S’s I should like to add the two W’s, work and 
walking, especially for those whose occupation requires lift- 
ing, stretching and walking. 

When one thinks of posture it brings to mind only 
correct standing and sitting: in other words the static 
posture. The words “dynamic posture” are far more im- 
portant so far as our daily activities are concerned. After 
all, posture is the sum total of joint motions, balance, grace, 
rhythmic motion, muscle action and relaxation. Work could 
be pleasant if stress and strain could be eliminated and the 
night did not bring on fatigue. 

Posture is just as important in bed-ridden patients as in 
ambulatory cases. The correct application of pillows, sand 
bags, foot boards and splinting will prevent or lessen de- 
formities in arthritis and in hemiplegia. In Marie-Strumpell 
disease posture will spell the difference between deformity 
and fusion of the vertebral body in a useful position. 


To correct poor posture, the physician should give the 
patient a thorough examination including muscle testing, 
measuring the joint motions, x-rays, muscle balance, clothing, 
shoes, and the skeletal system. 

Instructions to the patient should be demonstrated by the 
physician or a qualified technician and should be written 
down because verbal instructions are just so many words 
to the patients and they are soon forgotten. 


Recently Dr. Lowell F. Bushnell of Los Angeles, Cali- 
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fornia, reported postural pains in pregnancy. He writes 
that radiculitis of gestation may be prevented by advice 
upon posture and physical training before marriage. 


I should like to ask Dr. Garner the following questions: 
(1) If the individual turns around in bed every twenty 
minutes how may he continue to “sleep tall”? 


(2) How may onc maintain correct posture in an auto- 
mobile seat with its low, soft and slanting lines? 


(3) How may manufacturers be persuaded to build proper 
shoes with good supports and sensible heels, instead of con- 
tributing to the delinquencies of innocent backs. 


In conclusion may I advocate that the body be used in 
the simplest and most comfortable way without stress and 
strain. 


Dr. Garner (closing) —(1) In considering sleeping posture, 
we must view it from a horizontal and not a perpendicular 
standpoint. In the correct sleeping posture the body should 
be thoroughly relaxed in all its parts at one and the same 
time. A soft mattress, a yielding spring, or both, permit 
the body to sag in its middle, owing to the weight about 
the hips and buttocks, and to assume a hammock-like 
stance. In this position the nethermost portion of the body 
is on tension and the uppermost part is relaxed. Posture 
is poor. Select a firm mattress and a rigid spring, even a 
board between the mattress and spring will help. This 
permits complete relaxation of the body throughout and 
will be conducive to good posture. (2) It is practically 
impossible to sit correctly in a modern car. Manufacturers 
have chosen to lean toward the esthetic side of the car 
rather than to the health and comfort of the driver. There 
is no reason why proper seats could not be built into the 
car for the driver and when the public demands these the 
manufacturers will build them. I can show any automobile 
manufacturer how an anatomically constructed and adjust- 
able seat can be put into his car without detracting from its 
looks. (3) Women’s shoes are a problem for education; for 
just so long as they will buy shoes with high heels, the 
makers will produce them. Many years ago all women wore 
corsets. Try to purchase that article today. They are 
practically out of existence. The girdle, an improvement in 
the right direction though still with its faults, has taken its 
place. Women stopped buying them and the factory stopped 
making them. It will be the same with high heels when 
women realize the harm they cause. They will stop buying 
such shoes. 
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SOUTHERN MEDICAL ASSOCIATION 
Forty-Fourth Annual Meeting 
St. Louis, Missouri, November 13-16, 1950 


ST. LOUIS MEETING 


The St. Louis Medical Society, of which Dr. Ar- 
mand D. Fries is President, is host to the Southern 
Medical Association for the annual meeting in St. 
Louis, Monday, Tuesday, Wednesday and Thurs- 
day, November 13-16. The Executive Committee of 
the Association met in St. Louis in April for final 
deliberations upon the general plan of the meeting. 
The President, Dr. Hamilton W. McKay of Char- 
lotte, North Carolina, the Executive Committee, 
other officers and local committees have taken great 
pains with its details. General Chairman for the 
meeting is Dr. Edwin C. Ernst of St. Louis. Two 
Bulletins announcing arrangements have been mailed 
to physicians in the territory from which the 
Southern Medical draws its membership. 

All meetings, exhibits, and registration will be 
held in the Kiel Municipal Auditorium, which will 
be General Headquarters. The first two days of the 
meeting, Monday, November 13, and Tuesday, 
November 14, will be occupied with general clinical 
sessions covering the whole field of medicine. There 
will be medical and surgical sessions each of 
these days conducted by men outstanding in special 
fields. They will deal as far as possible with new 
technics and modes of therapy. Each session will be 
followed by a question and answer period. Chairman 
of the Committee arranging this program is Dr. 
Alphonse McMahon of St. Louis. The following 
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two days, Wednesday and Thursday, November 
15-16, will be occupied with meetings of the twenty- 
one sections. There will also be several conjoint 
meetings. 

Scientific exhibits will be of especial high order in 
the great medical center of St. Louis, with its two 
widely known medical colleges and distinguished 
medical society. A great deal of time and money is 
spent each year by the technical exhibitors in de- 
velopment of vivid methods for instruction of phy- 
sicians as well as for selling useful products. The 
technical exhibits are worthy of careful study. 


On Tuesday evening there will be a subscription 
dinner for all members of the Association and their 
guests, followed by a dance, an evening of fun and 
good fellowship. Special tables may be reserved for 
parties. 

There will be no general hotel headquarters. A 
large number of rooms are available in the many 
first-class hotels near the Auditorium downtown. 
Transportation is not difficult from the uptown 
hotels. Hotel reservations all clear through the 
Housing Bureau, Southern Medical Association, 911 
Locust Street, Room 406, St. Louis. See hotel in- 
formation and reservation form between pages 834 
and 835 of this issue. Many reservations are already 
completed and it is advisable to give the Housing 
Bureau one’s requirements at the earliest possible 
date. 


SKIN AND ANDROGENS 


When insulin was discovered, emphasis was placed 
upon the chemical effects of the endocrine secretions 
upon the body, in particular upon the level of the 
blood sugar. Parathormone was standardized ac- 
cording to its effects upon the blood calcium. These 
facts aroused particular interest in chemical changes 
within the living body following hormone therapy. 
With the isolation of estrogens by observing the 
effects of crude ovarian extracts upon the vaginal 
lining, interest in the effects of endocrines upon 
structure of particular tissues assumed a greater 
importance in laboratory and clinic. 

Estrogens and androgens are usually thought of 
as affecting chiefly the secondary sex organs. They 
have, however, other more general stimulating 
effects. The androgens are particularly active in 
control of skin texture and composition, according 
to Hamilton and Montagna,! who have made beauti- 


1. Hamilton, J. B.; and Montagna, William: Sebaceous Glands of 
the Hamster. I. Morphological Effects of Androgens on the Integ- 
umentary Structures. Amer. J. Anatomy, 86:191 (Mar.) 1950. 
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ful detailed studies of skin changes after androgen 
treatment in around seventy hamsters. The integu- 
ment responds promptly to injected or topically ap- 
plied androgens. A very small fraction of the amount 
needed for systemic effect will greatly stimulate 
development of the costovertebral spot on the back 
of the hamster, for example, if it is applied locally. 
General androgenic treatment of ovariectomized fe- 
male hamsters greatly increases the amount of sebum 
covering the surface of the skin and hair, and its 
oiliness. The number of acini is increased. The seba- 
ceous structures develop extensively, becoming larg- 
er than those of normal males. The hair follicles 
also develop. The lumina of the acini enlarge and 
there is an increase in the number of deeply acido- 
philic cells near the lumina of the acini. The changes 
are notable seventy-two hours after treatment is be- 
gun, and they begin to disappear three days after 
cessation of rather prolonged therapy. 


In the full grown female hamster which was 
ovariectomized at weaning time, the blood vessels 
of the skin are few and small. Following androgenic 
treatment, they are many times increased throughout 
the skin. Androgens stimulate muscular tissue as 
well as the glandular portion of the skin; and a test 
for androgen has been proposed, based upon its 
property of increasing the thickness of the anal 
muscle’ of a laboratory animal. 


There is a constant great response of the body 
cells to fluctuations of androgens. The quantity of 
these varies rapidly during illness, and normally 
also diurnally and in aging. 


Cortisone, it will be recalled, has opposite effects 
upon vascularization. Whereas androgens increase 
vascularity, cortisone retards it. This is one of the 
mechanisms by which cortisone may delay healing 
of fractures, burns, and other wounds.’ Cortisone 
and androgens thus have certain opposite or bal- 
ancing effects the one upon the other. Some forms 
of hypergonadism should be amenable to cortisone; 
and of hyperadrenalism to the androgens. These are 
of course at present unknown. 

The anterior pituitary also contains inhibitors 
and stimulators for each of the above products; 
and some of the compounds of the adrenal cortex 


2. Eisenberg, Eugene; Gordon, G. S.; and Elliott, H. W.; Tes- 
tosterone and Tissue Respiration of the Castrate Male Rat with a 
— Test for Myotropic Activity. Endocrinology, 45:113 (Aug.) 


3. Jones, S.; and Meyer, K.: Inhibition of Vascularization of 
the Rabbit & ei by Local ‘Application of Cortisone. Proc. Soc. 
Exper. Biol. and Med., 7%74:102 (May) 1950. Editorial: Healing 
sone under Adrenal Cortex Stimulation. Sou. Med. J., 43:746, 
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itself (for example, cortisone and desoxycorticoste- 
rone) may have opposite or antagonistic effects up- 
on one another. Cell growth and organ growth are 
enormously complicated processes. 

The addition of ACTH and cortisone to the 
armamentarium of physiologic investigation is in- 
creasing the understanding of normal body main- 
tenance, as well as of some of the degenerative 
diseases. Much more also remains to be learned of 
the systemic effects of androgens and estrogens. It 
is obvious that the appearance and quality of the 
skin will vary enormously with its content of hair 
follicles, blood vessels, and sebaceous glands, all 
rapidly influenced by androgens. 


PENICILLIN AND DIETARY DEFICIENCY 


A degradation product of all natural penicillins 
in the body is penicillamine (beta beta dimethyl- 
cysteine) .! In formula it resembles several essential 
amino acids, but if added to the diet of rats it may 
result in the development of a dietary deficiency 
syndrome. The animals show running fits, con- 
vulsions, and eventually death. It has been sug- 
gested that penicillamine acts like aminopterin, by 
displacing an essential food element in the body 
reactions. 

Aminopterin, of course, is believed to displace 
folic acid in animal nutrition, and folic acid de- 
ficiency symptoms may be precipitated by feeding 
aminopterin, even in the presence of an abundance 
of folic acid. Similarly the sulfa drugs may produce 
a deficiency of a B vitamin. Wilson and du Vig- 
neaud! suggested that penicillamine acts perhaps by 
displacing one of the known essential amino acids, 
and that therefore additions of a quantity of the 
displaced amino acid to a penicillamine-containing 
dietary might counteract its ill effects and prevent 
the deficiency syndrome. They sought a “meta- 
bolic antagonist,” resembling it in structure. The 
essential amino acids cysteine, valine and threonine, 
were successively added to the ration which con- 
tained penicillamine. None of these counteracted 
the ill effects or prevented death. Choline, however, 
overcame the deficiency, and amino ethanol was 
more effective than choline. 

Penicillamine might thus be classed with the 
antivitamins, since it displaces an essential product 
in a normal physiologic reaction. The substance 
displaced is classed with the amino acids, rather 


1. Wilson. J. E.; and du Vigneaud, Vincent: Inhibition of Growth 
of Rats by 1 Penicillamine and Its Prevention by Amino e 
Related Compounds. J. Biol. Chem., 184:63 (May) 1950. 
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than with the vitamin group. However, this is a 
question largely of its time of isolation in the history 
of biochemistry. The vitamins are an ill-defined 
group, constantly being added to. The name came 
into use when their chemical nature was entirely 
unknown and they were studied by biological 
methods only. Any unknown substance essential 
in minute quantity to normal nutrition was called 
a vitamin. The amino acids had been studied 
chemically before the vitamins were thought of; 
hence were in a chemically named group before the 
investigations of the group of accessory food factors 
began. 

It is of interest that although there are several 
forms of penicillamine, only one of these, the levo 
form, has antivitamin effects. It is an exceedingly 
delicate and specific reaction. 

All food processing and preserving involves some 
alteration of essential nutrients. Body economy for- 
tunately provides a tremendous leeway of protec- 
tive and adaptive mechanisms, so that homo sapiens 
continues to grow and multiply. However, specific 
menaces of this type to man’s normal complete ration 
are more and more in evidence. The new drugs 
particularly may contain them. They act by virtue 
of a close chemical resemblance to natural body 
constituents. 


These facts offer a further reason for very dis- 
criminating use of the biotic and sulfa drugs, which 
are not to be employed for passing light infections. 
Probably also a ration rich in natural protein of 
high biological value should be prescribed following 
modern antibacterial therapy, to replenish short 
stores of amino acids and B vitamins. 


TWENTY-FIVE YEARS AGO 
From JOURNALS OF 1925 


Pseudoscientific Convention.1—The American Association 
for Medico-Physical Research holds what is claimed to be 
its fourteenth annual convention in Chicago, September 21 
to 26, 1925. The Association * * * was organized in 1911 
by the outstanding quack of the century, Albert Abrams. It 
was originally called, “The American Association for 
Spondylotherapy” * * * a cult created by Abrams before 
he went into his so-called ‘Electronic Reactions,” which 
brought him so much notoriety and allowed him to die a 
millionaire. * * * To give as briefly as possible what the 
Journat files show regarding certain individuals who are 
on the “scientific program” for the coming meeting. 

Francis A. Cave, “M.D.” D.O., Boston * * * Our records 
fail to show that Cave was ever graduated by any repu- 


1. Propaganda for Reform of A.M.A.: American Association for 
Medico-Physical Research. Another Society Catering to the Twilight 
Zone of Professionalism. J. A. M. A., 88:919 (Sept. 19) 1925. 
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table medical college or licensed as a doctor of medicine in 
any state in the Union. Cave has been one of the most 
active of Abrams’ disciples according to Abrams himself 
and * * * Jeased no fewer than fifteen “‘oscilloclasts.” * * * 
Incidentally, Boston seems to have been a happy stamping 
ground for the Abrams hocus pocus. * * * Cave’s name 
appears as one of the honorary vice-presidents of the 
“Medical Liberty League,” a Massachusetts organization de- 
voted to antivivisection activities. * * * Cave seems to have 
received a diploma from the Osteopathic School in 1903 and 
the Massachusetts authorities state that although this school 
at that time graduated students with the degree of “D.O.”, 
it had no legal right to do so * * * 

Albert C. Geyser, M.D., New York City * * * is the 
alleged inventor of what is known as the “Tricho System,” 
which is being successfully pushed in a financial way by 
the “Tricho Sales Corporation” * * * a method of remov- 
ing superfluous hairs by * * * the x-ray. * * * The JoURNAL 
is collecting reports of cases of precancerous keratoses that 
are developing in women who have been foolish enough to 
subject themselves to this method. * * * 

Oscar Jones, M.D., Indianapolis * * * has for many 
years been in the “cancer cure” business * * * and has 
advertised “Cancer, My Cure Is Guaranteed” * * * he also 
seems to have been connected with the “Medilation Com- 
pany” * * * a medical, non-surgical treatment of piles * * * 

Guy Beckley Stearns, M.D., New York City, is on the 
program to discuss “Boyd and His Emanometer” * * * 

George E. Harter, Toledo, Ohio, is connected with a 
dental supply house * * * through his “League” * * * is 
teaching a peculiar brand of dietetics to dentists * * * 
According to Harter * * * an individual who has acquired 
a chancre is paying the penalty of dietetic error * * * Table 
salt * * * will cause impotence while sauerkraut will cure 
malaria * * * 

William F. Koch, M.D., Detroit, Michigan * * * Koch’s 
cancer remedy has been discussed at various times in the 
JourNnaL * * * 

Mel R. Waggoner, M.D.. Cedar Rapids, Iowa * * * has 
been * * * giving lecture courses in “electrotherapy” backed 
by two electrical apparatus concerns * * * wrote of “very 
good results” in “clearing up cataracts” by a technic of 
which he was the inventor * * * With “the Pelvicmulti- 
mode” * * * he treats all diseases of the pelvis and lower 
abdomen, acute and chronic Bright’s disease. Dr. Waggoner 
is a member and Fellow of the American Medical Associa- 
tion * * * 


Frederick Dugdale, M.D., Boston * * * long advertised 
as a “Specialist in Rheumatism, Cancer, Chronic Blood and 
Nervous Diseases” * * * his name appears as an officer 
of the Medical Society of the United States, an organiza- 
tion founded to organize fee splitters but later described 
as a “Society to Protest against the Autocracy of the 
American Medical Association. * * * 


E. M. Perdue, Kansas City, Missouri, * * * is to tell 
“How to Kill Cancerous Tumor” by “Deacquification, by 
Chemical Substitution, by Electrothermal Coagulation and 
by Diathermy.” 


Pathogenic Monilia?2—The announcement nowadays of 
some specific agent as the cause of a familiar disorder calls 
for courage and conscience on the part of the person who 
makes the announcement * * * As if a thousand known 
species of bacteria were not enough to furnish the harmful 


= 
’ 
y 
it 
re 
e, 
n- 
ed 
as un 
he a 
ict 


832 SOUTHERN MEDICAL JOURNAL 


parasites on man and producers of disease, the investigators 
are searching out other lowly forms, protozoa and fungi 
and what not * * * to discover new malefactors responsible 
for the mysteries of disease * * * In the stools of a large 
percentage of patients with psoriasis, Fleisher and Wa- 
chowiak of the St. Louis School of Medicine have found 
Monilia or monilia-like organisms. In some instances these 
forms were found in the blood, and more often in cultures 
made from the scales * * * This organism is not normally 
present in the blood and on the skin * * * and occurs in 
feces in only a relatively small percentage of normal per- 
sons * * * Monilia-like organisms were found in 85 per 
cent of the stools of persons with psoriasis * * * injection 
of an emulsion of the killed organisms led, in a certain 
number of intractable cases, to a startling and rapid clear- 
ing of the lesions. 


Professional Courtesy.3—Since time immemorial German 
physicians have accorded gratuitous treatment to col- 
leagues and their families. What was at first a usage has 
come to be regarded in many quarters as a duty, with the 
result that many societies have designated it as such in 
their by-laws. Under present economic conditions, it seems 
inadvisable to continue the custom * * * numbers of phy- 
sicians accept treatment of specialists or consult authorities. 
* * * Recently * * * an ophthalmologist treated a phy- 
sician in Rhenish Prussia for grave iritis. The specialist 
claimed that he had visited his colleague’s residence at least 
twenty times and that the patient had come to his office 
at least 200 times. When he demanded 1,700 marks for 
professional services, the patient refused * * * the court 
rejected the petition of the ophthalmologist, citing as au- 
thority the * * * civil code of laws * * * Schwalber de- 
mands (that it be announced) that gratuitous treatment by 
colleagues no longer be regarded as a professional custom 
or duty. 


A ee Can Monilia Do Harm? J.A.M.A., 85:746 (Sept. 
3. Foreign Letter. 
(Oct. 3) 1925. 


Berlin Correspondent. J.A.M.A., 85:1077 


MEDICAL EDUCATION 


REPORT ON MEETING OF COMMITTEE ON 
MEDICAL EDUCATION OF SOUTHERN 
MEDICAL ASSOCIATION 


A meeting of the Committee on Medical Education of 
the Southern Medical Association was held on April 29, 
1950 at the Hotel Jefferson, St. Louis, Missouri. Dr. 
R. Hugh Wood, Chairman of the Committee and Dean of 
the Emory University School of Medicine, Atlanta, Georgia, 
presided. Other members of the Committee present were: 
Dr. Walter E. Vest, Huntington, West Virginia; Dr. W. 
Kendrick Purks, Vicksburg, Mississippi; Dr. R. L. Sanders, 
Memphis, Tennessee; and Dr. Milford O. Rouse, Dallas, 
Texas. Dr. Waverly R. Payne, Newport News, Virginia, 
a member of the Committee, was unable to be present. 


September 1959 


TOPICS DISCUSSED AND ACTION TAKEN 
BY THE COMMITTEE 


(1) Need for Physicians in the South 

(1) The Committee agreed that the greatest need is for 
the family doctor or general practitioner in the small 
community. 

(2) They concurred in the belief that there is a dif- 
ference between the actual need and the demand for doctors 
in small communities. 

(3) In defining the training and skills that the general 
practitioner should have, it was the sense of the Committee 
that he should have a minimum of two years’ training, 
which would give him a thorough grounding in general 
medicine, obstetrics, and pediatrics. The surgical part of 
this training would emphasize office surgery, simple frac- 
tures, the recognition and management of shock, and would 
discourage him from performing definitive surgery unless 
his training went further and qualified him to do so. 

(4) It was the feeling of the Committee that there has 
been tremendous overemphasis upon specialization within the 
past few years, particularly by the Armed Forces and the 
Specialty Boards. For example, certified physicians accept- 
ing commissions in the Armed Services are automatically 
given higher rank and, therefore, greater pay. The Veterans 
Administration automatically gives a 25 per cent increase 
in salary to the certified physician. This policy discriminates 
against many well-qualified physicians who have not com- 
pleted the technical requirements for certification. 


(5) The Committee recognized that facilities for practice 
in small communities must be made attractive. Lack of 
facilities is the basic reason why many communities are 
without a physician. Various programs established through- 
out the country have demonstrated that the opportunity 
for practicing good medicine in small communities can be 
provided by collaborated effort. The programs of the 
Kellogg Foundation, Bingham Associates, Commonwealth 
Fund, and Hospital and Health Councils, as provided for 
in Amendment to the Hill-Burton Act, were discussed. 

The Committee endorsed the idea of setting up nonprofit 
associations of interested people in various states, who 
would seek local financial support for a medical and hospital 
resources project. With funds secured for this purpose, it 
is contemplated that a staff of full-time experts in hospital 
management and medical care would be available to the 
participating hospitals of the state for consultation and 
advice. A travel budget would enable the full-time group 
to discuss local problems with local groups. 

It was the feeling of the Committee that projects of this 
kind, with regional support and regional control, could 
achieve the ultimate goal of better patient care. Also, the 
cost of such an undertaking would be represented in 
pennies as compared to dollars, proposed in the program for 
National Compulsory Health Insurance. 


(11) Need for Additional Medical Schools in the South 


(1) There is now a total of 30 medical schools located 
in the 16 Southern states, including the District of Columbia. 
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Three of these are basic science schools. It is the opinion 
of the Committee that four-year schools are needed in the 
states of Florida, Mississippi, and West Virginia. It is 
further the opinion of the Committee that new schools 
should be established only in communities affording ample 
clinical facilities, without the necessity of transporting 
patients a great distance. 


(2) The Committee felt that new schools are preferable 
to enlarging greatly the enrollment of existing schools. The 
maximum numbcr of students which can be satisfactorily 
instructed in one class usually does not exceed 150. At 
the present time there are very few schools that can 
accommodate that number. The majority of medical schools 
today have neither the budget nor the clinical facilities 
necessary to increase enrollment. 


(11) Cost of Medical Education 


(1) It is the sense of the Committee that the present 
estimate of the average, annual cost of $2,200 per student 
is too low. It is believed that a more accurate figure would 
be $3,000 and that a medical school with 75 to 80 students 
in a class should have an annual budget of approximately 
$1,000,000. This represents the income on an endowment of 
$25,000,000 at 4 per cent. This estimated medical school 
budget is for educational purposes alone and does not 
include the cost of patient care in the teaching hospital. 


(2) The Committee felt that there should be a clear 
definition of the “cost of medical education.” It should be 
understood that the cost of patient care in teaching hospitals 
should not be charged to the budget for medical education. 
Medical care for the indigent is the responsibility of the 
community or state. If the medical school faculty gives 
professional service to patients in the municipal or county 
hospital, it has done its part. The medical school should 
not be forced to pay for the “privilege” of teaching in the 
municipal or county hospital. 


(3) Sources for financial support of medical schools were 
discussed. The Committee endorsed the program now being 
undertaken by the National Fund for Medical Education. 
This movement envisions the solicitation of annual contri- 
butions from industry to a fund for medical education. 
These funds would be disbursed to medical schools by 
that organization, according to demonstrated need. It was 
the sense of the Committee that industry should recognize 
its obligation and opportunity in the field of medical 
education and every effort should be made to encourage 
its financial support. It was felt that all possible sources of 
support for medical education should be explored and 
Federal support accepted only as a last resort. If Federal 
support were accepted, it should be in the form of grants 
and there should be every possible guarantee that medical 
schools would be free from governmental control in policy 
and operation. 


(IV) Nature of Undergraduate Medical Education 


(1) It was agreed that premedical education should in- 
clude broad cultural training and should not overemphasize 
Premedical sciences. 


(2) In the selection of medical students it was agreed 
that more attention should be paid to personality traits and 
general cultural accomplishments and less to high scholastic 
achievement. 
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(3) In the four-year undergraduate program of the 
medical school, it is desirable that the student have a 
thorough grounding in the basic sciences. This will enable 
him to continue his education on a proper foundation. 

(4) While it is impossible to train specialists in the 
undergraduate course, it is feasible and desirable that the 
specialist be employed to teach broad principles of medicine 
and surgery, as represented in their specialties. 

(5) The Committee commended the increasing tendency 
of medical students to show more interest in their training 
for an ultimate location in small communities. In this con- 
nection the Committee recognized and approved the pro- 
grams for residency training in general practice that have 
been inaugurated at the University of Colorado, University 
of Michigan, and New York medical schools. Such programs 
should be encouraged and further developed. 


(V) Southern Regional Education 


(1) The Committee approved the program set up by the 
Board of Control for Southern Regional Education. 


(2) The Committee expressed appreciation for the invita- 
tion of the Southern Regional Education Board to par- 
ticipate in its proposed study and deliberations over medical 
education in the South. It was agreed that the Chairman 
of the Committee, and other members of the Committee as 
they were available, should participate in this study. 


(3) The Committee further approved a Southern Regional 
Educational Program which seeks to provide better medical 
education for Negroes. Additional facilities as well as addi- 
tional medical schools are needed. Regional support for 
Meharry Medical College, and such other schools as may 
be established, was commended. It is recognized that intern 
and residency training programs for Negro graduates in the 
South are entirely inadequate; nursing schools for Negroes 
are few in number and poor in quality; and Negro hos- 
pitals, particularly for private patients, are likewise inade- 
quate in number and quality. The Committee would 
support all reasonable movements toward remedying these 
situations. 


The Committee expressed appreciation to the Chairman 


for his constructive work in outlining the agenda for the 
meeting. 
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The following is a complete roster of the officers of the 
Southern Medical Association, and of organizations meeting 
conjointly for 1949-1950. 


President—Dr. Hamilton W. McKay, Charlotte, N. C. 
President-Elect—Dr. Curtice Rosser, Dallas, Tex. 

First Vice-President—Dr. R. J. Wilkinson, Huntington, W. Va. 
Second Vice-President—Dr. Arthur J. Schwertman, Covington, Ky. 


Secretary-Manager (Secretary, Treasurer and General Manager)—Mr. 
C. P. Loranz, Birmingham, Ala. 


Assistant Secretary-Manager—Mr. Robert F. Butts, Birmingham, Ala. 

Editor of Journcl—Dr. M. Y. Dabney, Birmingham, Ala. 

~ Editor of Journal—Mrs. Eugenia B. Dabney, Birmingham, 
a. 


Councilors—Dr. W. L. Pressly, Chairman, Due West, S. 


Cs De. 
F. A. Holden, Vice-Chairman, Baltimore, Md.; Dr. 
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Salter, Anniston, Ala.; Dr. Lowry H. McDaniel, Tyronza, Ark.; Section on ye +g Fe Volpitto, Chairman, Augusta, 
Dr. Helen Gladys Kain, Washington, D. C.; Dr. William C. Tho Ga.; Dr. Ralph Sappenfield, ice-Chairman, Miami, Fla.; De. 
N Hele Coving Ss. Orie David A. Davis, Augusta, Ga. 

e vington, r. Edwin H. Lawson, New ns, La.; ‘ . 

. G. Lamar Meridian, Miss.; Dr. Desid . Sexton and Training—Dr. Joseph 
E. Woodson, Tulsa, Okla.; Dr. R. L.’ Sanders, Memphis, Tenn.; tul Tetary, 
Dr. Milford ©. Rouse, Dallas, Tex.; Dr. ewey Davis umbia, Mo. 


Richmond, Va.; Dr. Andrew E. -— Lewisburg, W. Va. Execu- 
tive Committee of Council—Dr. ‘. Pressly, Chairman; Dr. 
F. A. Holden, Vice-Chairman; and De. R. L. Sanders. Dr. Hamilton 

W. McKay and Dr. Curtice Rosser, gs 7. Councilors- 
Elect—Dr. C. A. Andrews, Tampa, Fla.; W. Thomas Brock- 
aa Greenville, S. C.; Dr. Waverly R. Teen Newport News, 
a 


Board of Trustees (All are Past Pat. James A. Ryan, 
Chairman, Covington, Ky.; Dr. Vernon Mastin, St. Louis, Mo.; 
Dr. M. Y. Dabney, Ala.; Dr. Henderson, 
Louisville, Ky.; Dr. Lucien Doux, New Orleans, La.; Dr. 
Oscar B. Hunter, Washington, D 


Section om General Practice—Dr. David G. Miller, Jr., Chairman, 
Morgantown, Ky.; Dr. Owen H. Williams, Vice-Chairman, Sa- 
vannah, Tenn.; Dr. W. po Anderson, Secretary, Booneville, Miss. 


Section d Medicine—Dr. Alphonse McMahon, Chairman, St. Louis. 
Mo.; Dr. Carter Sunt," Vice-Chairman, Atlanta, Ga.; Dr. Harold 
M. leant. Secretary, New Or! leans, La 


Section on Gastroenterology—Dr. Donald F. Marion, Chairman, 
Miami, Fla.; Dr. Jerome S. Levy, Vice-Chairman, Little Rock, Ark.; 
Dr. David " Cayer, Secretary, Winston-Salem, c. 


Section on gad R. Burke Suitt, Chairman, 
Durham, N. C.; Alderman, Vice-Chairman, Rich- 
mond, Va.; Dr. Secretary, Jacksonville, Fla. 


Section on Pediatrics—Dr. William L. Funkhouser, ashen, Atlanta, 
Ga.; Dr. a B. Conklin, Vice-Chairman, Washington, D. C.; 
Dr. James G. Hughes, Secretary, Memphis, Tenn. 


Section on Cyrus C. Erickson, Chairman, 
J. F. A. McManus, Vice-Chairman, 
. Pratt-Thomas, Secretary, Charleston, S. C. 


inte on Radiology—Dr. Gerard Raap, Chairman, Miami, Fla.; 
_— C. Bell, Vice-Chairman, Louisville, Ky.; Dr. Robert C. 


Secretary, Americus, Ga. 
Section on Dermatology and Syphilology—Dr. a M. Sams, Chair- 
Dr. J. Lamar Mg Dur- 


man, Miami, Fla.; 
D. Truett Gandy, py Houston, Tex. 


ham, N. C.; Dr. 
Vice-Chairman, Little Rock, Ark.; incent 
Secretary, New Orleans, La. 
Section on Physical Medicine and Rehabilitation—Dr. ae ven 
Chairman, Richmond, Va.; Dr. E. M. Smith (Col., S.A.), 
Vice-Chairman, Washington, Cy Ray Sec- 
retary, Richmond, Va. 


Section on Industrial Medicine and Surgery—Dr. Gradie R. Rowntree, 
Chairman, Louisville, Ky.; Dr. Kieffer D. Davis, Vice-Chairman, 
a Okla.; Dr. J. J. Brandabur, Secretary, Huntington, 


Section on Surgery—Dr. David Henry Poer, Chairman, Atlanta, Ga.; 
Dr. Thos. Kerr Laird, Vice-Chairman, Montgomery, W. Va.; Dr. 
James M. Mason, III, Secretary, Birmingham, Ala. 


Section on Orthopedic and Traumatic yg Charles E. Irwin, 

airman, Warm Springs, Ga.; Dr. ward A. Swart, Vice- 

Chairman, Charleston, W. Va.; Dr. Rufus Alldredge, Secretary, 
New Orleans, 


Chairman, 
C.; Dr. J. Randolph Perdue, Vice-Chairman, Miami, Fis. 
Curtis’ J. Lund, Secretary, New Orleans, La. 


Section on Obstetrics—Dr. Williamson Z. Bradford, Chairman, Char- 
lotte, N. C.; Dr. Walter A. Ruch, Vice-Chairman, Memphis, Tenn.; 
Dr. Hugh G. Hamilton, Secretary, Kansas City, Mo. 


Section on Urology—Dr. Robert F. Sharp, Chairman, New Orleans, 
Dr. W. Vinson Pierce, Vice-Chairman, Covington, Ky.; Dr. 
Harold P. McDonald, Secretary, Atlanta, Ga. 


Section on Proctology—Dr. Rufus C. Alley, Chairman ae og Ky.; 
Dr. ulius E. Linn, Vice-Chairman, ‘Birmingham, A Ronald 


Elkins, Secretary, Springfield, M 


wad on Ophthalmology and + Alston Callahan, 
airman, Birmingham, Ala.; Dr. Francis E. LeJeune, Chairman- 
New Orleans, La.; Dr. Edwin N. Broy’ 


Section on Walter L. Thomas, 


la.; Dr 


timore, Md.; Dr. Edley H. Jones, Secretary, V: 


Section on Public Health—Dr. T. F. Sellers, Chairman, Atlanta, 
a; Dr. L. M. Graves, Vice-Chairman, Memphis, Tenn.; De 
Waldo L. Treuting, Secretary, New Orleans, La. 


Women Physicians of Southern Medical Association—Dr. Ruth G. 
Aleman, Ch , New Orleans, La.; Dr. M. Eleanor Cook, Vice- 
Chairman, New Orleans, La. 


American College of Chest Physicians, Southern Chapter (meeting 
conjointly with Southern Medical Association)—-Dr. David H. Water. 
man, President, Knoxville, Tenn.; Dr. M. Jay Flipse, First Vice. 
President, Miami, Fla.; Dr. Hollis E. Johnson, Second Vice-President 
=e Chairman of Program Committee, Nashville, Tenn.; Dr. George 

R. Hodell, Secretary-Treasurer, Houston, Tex. 


Southern Interurban Gynecological and Obstetrical Club (meeting 
conjointly with South2rn Medical Association)—Dr. Thomas Ben- 
ton Sellers, President, New Orleans, La.; Dr. Williamson Z. Brad 
ford, Secretary, Charlotte, 


College of American Pathologists — 
conjointly with Southern Medica! Association)—Dr. Merlin L. Trum 
bull, Chairman, Baptist Memorial Hospital, Memphis, Tenn. 


Gerontological Society—(meeting conjointly with Southern Medical 
Association)—Dr. E. J. Van Slyke, President, St. Louis, Mo.; Dr. 
Robert A. Moore, President-Elect, St. Louis, Mo.; Dr. Henry 
St. Louis, Mo.; Dr. Esben Kirk, Treasurer, 

uis, Mo. 


Woman's Auxiliary to the Southern Medical Association—Mrs. Robett 
C. Haynes, President, Marshall, Mo.; Mrs. L. S. Thompson, Presi- 
dent-Elect, Dallas, Tex.; Mrs. V. Eugene Holcombe, First Vice 
President, Charleston, W. Va.; Mrs. A. L. O’Briant, "Second Vice- 


Southeastern Section, 


President, Raeford, N. C.; Mrs. Stanley A. Hill, Recording Sec- 
retary, Corinth, Miss.; Mrs. W. E. Martin, Correspondi ng Secte 
tary, 


Mo.; Mrs. J. A. Ryan, 
Mrs. R. F. Stover Historian, Miami, Fla.; Mrs. Joseph eee 
Parliamentarian, Oklahoma City, Okla 


Book Reviews 


Nutrition and Diet in Health and Disease. By James §. 
McLester, M.D., Professor of Medicine, University of 
Alabama, Birmingham. Fifth Edition. 800 pages, illus- 
trated. Philadelphia and London: W. B. Saunders Com- 
pany, 1949. Price $9.00. 


Since its appearance in 1927 Dr. McLester’s volume on 
nutrition and diet has occupied a foremost position in this 
field. The fifth edition, with its many revisions and needed 
additions, allows this work to maintain its high rank as 4 
standard text. The author has incorporated in this latest 
edition much information obtained from the nutritional 
revelations of the last war. A new chapter on “Feeding of 
Surgical Patients” (Lund) has been included. The chapter 
on “Feeding of Infants” (Jeans) and “Nutrition in In- 
dustry” (Goodhart) have been rewritten. Recent advances 
in the studies of vitamins, especially folic acid, have been 
added. Newer knowledge of deficiency diseases and protein 
foods, also diets in diseases such as congestive heart failure, 
hypertension, portal cirrhosis and peptic ulcer are clarified. 
Simplified diet lists and food tables are plentiful and well 
arranged. Although presenting many of the newer aspects 
of dietary management, the author is careful properly to 
evaluate these new systems against the older tried methods. 
A few colored plates and illustrations would probably 
brighten up the volume. 
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Application for Housing Accommodations 


Southern Medical Association Meeting, St. Louis, Missouri, November 13-16, 1950 


For convenience in making hotel reservations for the coming meeting of the Southern Medical Association 
on November 13-16, 1950 in St. Louis, hotels and their rates are listed below. Use the form at the bottom 
of this page, indicating first, second and third choice. Because of the limited number of single rooms 
available, one will stand a much better chance of securing accommodations if the request calls for a room 
to be occupied by two or more persons. All reservations must be cleared through the Housing Bureau. All 
requests for reservations should give anticipated date and hour of arrival as well as anticipated date and 
approximate hour of departure; also names and addresses of all persons who will occupy reservations re- 
quested must be included. 


For two persons 2-Room Suites 
Downtown Hotels For one person Twin Beds Double Bed Parlor & Bedroom 
Jeff $4.50-$6.50 $6.00-% 8.00 $7.50-$ 8.50 $12.00-$22.50 
Seatler. 3.75- 6.50 5.25- 8.50 7.50- 12.00 16.50- 19.50 
DeSoto 3.50- 5.00 5.50- 8.00 7.00- 13.00 12.00- 20.00 
Tieden 3.75- 6.00 5.25- 8.00 6.50- 8.00 11.00 & Up 
Mayfair 3.50- 8.50 5.00- 9.50 7.00 & Up 14.00 & Up 
Mark Twain 3.25- 5.00 5.00- 7.00 6.50- 7.00 
Claridg 3.25- 4.75 5.00- 7.50 5.50- 7.50 12.00 & Up 
American 2.75- 4.00 3.50- 5.00 4.00- 5.00 8.00 
Majesti 3.00- 5.00 4.00- 6.00 6.00- 8.00 
Warwick 2.75- 3.25 3.80- 5.00 6.00 
York 3.00- 4.00 4.50- 5.00 5.50- 7.00 
Uptown Hotels 
Chase 4.00- 8.00 6.00- 8.00 6.00- 10.00 10.00-35.00 
Park Plaza 5.00- 9.00 7.00- 10.00 8.00- 12.00 12.00-20.00 
She 4.00- 6.00 6.00- 10.00 7.35- 11.00 9.00-30.00 
Melbour 4.00- 6.00 6.00- 8.00 7.00- 9.00 12.00-17.00 
Forest Park 3.50- 5.00 5.00- 7.00 6.50 & Up 10.00 & Up 
Roosevel 3.50- 5.00 5.00- 7.50 6.50- 8.00 12.00 & Up 
Kings-Way. 3.00- 4.00 4.50- 7.00 6.50- 7.00 


HOUSING BUREAU, SOUTHERN MEDICAL ASSOCIATION 
911 Locust Street, Room 406 
S&. Louis 1, Missouri 


Please reserve the following accommodations for the Southern Medical Association Meeting in St. Louis on 
November 13-16, 1950. 


Single Room Double-Bedded Room Twin-Bedded Room 
2Room Suite... Other Type of Room 
Rate: From % to $ First Choice Hotel 
Second Choice Hotel 
Third Choice Hotel 
Anticipated time of arrival at hotel (date) hour a.m. p.m. and 
anticipated leaving time (date) hour a.m p.m. 


The name of each hotel guest must be listed. Therefore, please include the names of both persons for each 
le room or twin-bedded room requested. Names and addresses of all persons for whom you are re- 
questing reservations and who will occupy the rooms asked for: 


(Individual Requesting Reservations) 
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If the hotels of your choice are unable to ~ 
Address accept your reservation the Housing Bureau 4 
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Proctology in General Practice. By J. Peerman Nesselrod, 
B.S., M.S., M.Sc. (Med.), M.D., F.A.CS., F.A.PS., 
Associate in Surgery, Northwestern University Medical 
School; (Founders’ Group) of the American Board of 
Surgery; Commander (MC), USNR. 276 pages, illus- 
trated. Philadelphia and London: W. B. Saunders Com- 
pany, 1950. Price $6.00. 

The introductory chapter on anorectal anatomy and 
physiology at once grasps the hurried practitioner’s attention. 
Clearly written and correlated with excellent illustrations 
and diagrams this section gives him “something to retain” 
instead of a confusion of terms and theories. It is a fine 
example of the practical trend of presentation and alone 
worth possession of the book. 


There is given instruction on use of the proctoscope. Here 
is a most valuable diagnostic aid and by direct visualization 
can avoid the pitfalls of x-ray in the anorectal area. Color 
and plain photographs taken through the proctoscope of 
anorectal lesions are probably the best of recent years and 
give a good brief review of the pathology of that area. 

The text is well illustrated and takes up other chapters 
on fissure, fistula, hemorrhoidal disease, prolapse, and neo- 
plastic diseases which confront the general practitioner more 
often than suspected. 


Office Orthopedics. By Lewis Cozen, M.D., F.A.C.S., As- 
sistant Professor of Orthopedic Surgery, College of Medi- 
cal Evangelists, Los Angeles. 232 pages, illustrated. Phila- 
delphia: Lea and Febiger, 1950. Price $5.00. 

An effort has been made to give sufficiently detailed in- 
formation to cover the simple therapeutic measures, pri- 
marily for industrial surgeons, residents and pediatricians. 

It must be remembered that the book is simplified to the 
greatest degree and in some cases may leave the impression 
that the treatment of such conditions as club feet is actually 
simpler than is the case. Nevertheless, it is supplemented 
by an excellent bibliography, and unquestionably is a 
valuable contribution to the medical literature. 


Medical Management of Gastrointestinal Disorders. By 
Garnett Cheney, M.D., Clinical Professor of Medicine, 
Stanford University Medical School. 478 pages, illus- 
trated. Chicago: The Year Book Publishers, Inc., 1950. 
Price $6.75. 


This manual is one of a series of guides prepared by 
specialists and presented by the publishers for the benefit 
of the general practitioner. Its stated purpose is to assist 
in the understanding of the relative significance of digestive 
tract symptoms and help in diagnosis and treatment in office 
practice. The author has attempted, by eliminating con- 
troversial subjects, to provide the simplest methods to dis- 
close both organic and functional disorders of the gastro- 
intestinal tract. Differential diagnosis on the basis of the 
patient’s symptoms is stressed throughout. Part I is con- 
cerned with the patient approach, discussing the examination 
of the patient, clinical laboratory procedures, endoscopic and 
biopsy examinations, and finally the x-ray examination. 
Part II, occupying the majority of the text, covers the 
symptoms, diagnosis, and treatment of such subjects as 
hematemesis, peptic ulcer, jaundice without pronounced 
pain, abdominal distention and food allergy. 
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The language is plain, the style very readable. Some of 
the peptic ulcer diets are probably too radical, as they 
include cucumbers, green peppers, waffles, hot cakes, and 
syrup in one type of high caloric feeding. The cabbage 
juice fad is overemphasized. A weak stand on the tobacco 
issue in peptic ulcer needs further clarification. The ref- 
erences are meager. 


Occupational Therapy. Principles and Practice. Edited by 
William Rush Dunton, Jr., M.D., Founder and Former 
Editor, Occupational Therapy and Rehabilitation; and 
Sidney Licht, M.D., Editor, Occupational Therapy and 
Rehabilitation. 350 pages, with illustrations. Springfield, 
Illinois: Charles C. Thomas, Publisher, 1950. Price $6.00. 


Finally the liberation of the patient from the four drab 
walls of the hospital came about with the publication of this 
volume. The keynote of the book is attention to the physi- 
cal and psychical re-education of patients’ correct existing 
defects and to prevent further deterioration. 

Chapter II deals with the principles of occupational 
therapy and the authors succeed in stressing attitude on the 
part of both the physician and the patient together with 
motivation and adaptability. “Mentally stimulated and 
contented patients progress faster on the road to recovery.” 
There are not merely words but facts, constantly observed 
on the wards of the great army hospitals. 


The chapter on prescribing occupational therapy is ex- 
cellent. It stresses the necessity of knowing how to com- 
pound the different modalities to the physical, mental and 
vocational needs of the patient. Time and experience have 
definitely demonstrated the scientific aspects of occupational 
therapy, which cannot be looked upon any more as playing 
around with buckles and basket weaving. 


The chapter on kinetic occupational therapy points the 
need of close cooperation of the physical therapist and 
occupational therapist. The other chapters take detailed 
notice of management of cerebral palsy, tuberculosis, recrea- 
tional and drama therapy. The authors and their co-workers 
deserve praise for opening up the roads to physicians who 
are in charge of these patients, from the acute onset of the 
disease to the home fires where the patients may sit in 
comfort and with self respect. 


The days are gone when the patient depended upon 
Father Time alone for economical rehabilitation. It is man- 
agement of the patient with occupational therapy that 
hastens recovery. 


Clinical Nutrition. Edited by Norman Jolliffe, M.D., F. F. 
Tisdall, M.D., and Paul R. Cannon, M.D. For the Food 
and Nutrition Board of the National Research Council. 
925 pages, with 127 illustrations, 61 in color. New York: 
Paul B. Hoeber, Inc., 1950. Price $12.00. 


In presenting to the medical profession this extensive 
volume on the newer aspects of applied nutrition, the Food 
and Nutrition Board of the National Research Council has 
most adequately accomplished its purpose “to make the 
clinically significant portions of this new knowledge avail- 
able in a form which the physician can apply in his daily 
practice, and the medical student can use in his studies.” 
Thirty-six eminent authorities have combined their special 
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knowledge in an attempt to simplify the usable information 
from the vast store of mounting nutritional data. 


The book is organized into three major divisions: (1) 
diagnosis of nutritional deficiency, in which the patho- 
genesis, dietary and medical history, clinical signs, bio- 
chemical methods, radiologic examination of the digestive 
tract, and laboratory aids in deficiency diseases are thor- 
oughly reviewed. Distinction is drawn between primary 
nutritional inadequacy and secondary or conditional nutri- 
tional deficiency. Very excellent color photographs of many 
deficiency states are outstanding. (2) A large portion of 
the volume is devoted to the nutrient elements, each of 
which is discussed by a specialist in that particular field. 
The sections explain the biochemistry, the physiology of 
body utilization, the health and disease requirements, and 
the results of deficiency and treatment. (3) In division 
three, on therapy and prevention, the principles of nutri- 
tive therapy are outlined, including dietotherapy patterns 
for many common diseases such as febrile, gastro-intestinal, 
hepatic, cardiovascular, and metabolic diseases; also, con- 
valescent, geriatric, and pregnancy diets are supplied. In 
his chapter on obesity, Newburgh is convincing in his belief 
that no internal secretion can so alter the metabolism that 
the total amount of body fat will increase unless caloric 
intake outweighs the outflow. 

The appendix is an additional help by supplying precise 
food value tables, dietary patterns, nutrient source tables, 
and ideal weight charts. 


This book is probably the best of its sort in the field of 
clinical nutrition. 


Hematology. For Students and Practitioners. By Willis M. 
Fowler, M.D., Professor of Internal Medicine, University 
of Iowa, Iowa City. With a chapter by Elmer L. 
DeGowin, M.D., Associate Professor of Internal Medi- 
cine, University of Iowa, Iowa City. Revised Second 
Edition. 535 pages, with 184 illustrations, 8 in color. 
New York: Paul B. Hoeber, Inc., 1949. Price $8.50. 
This volume is for the student and the practitioner, not 

for the specialist in hematology. It presents very ably the 
more practical aspects of hematology as a part of the field 
of internal medicine. Speculative and controversial academic 
problems are omitted. There is admirable emphasis upon 
the clinical aspects, with stress on therapy. The inclusion 
of a short bibliography at the end of each chapter is 
valuable. 

The use of folic acid in various diseases, especially sprue 
and pernicious anemia, is evaluated. Urethane in leukemia 
and nitrogen mustard in lymphoma are considered. 

In the valuable chapter on transfusion of whole blood 
and blood derivatives by E. L. DeGowin, the clinical 
aspects are stressed. Study of this chapter will provide a 
working knowledge of a very difficult subject. 


The Pathology of Articular and Spinal Diseases. By Douglas 
H. Collins, O.B.E., M.D. (Liverp.), Reader in Clinical 
Pathology in the University of Leeds. 331 pages, illus- 
trated. Baltimore: The Williams and Wilkins Company, 
1950. Price $7.00. 


This is an excellent badly needed book of pathology of 
articular and spinal diseases. While small, it is extremely 
complete, and covers this particular field probably better 
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than anything to date. The illustrations are clear. Photo- 
graphs, and photomicrographs are superb. 


This field is grossly neglected in most of the common 
textbooks of pathology and surgical pathology. The author 
makes no attempt to discuss bone tumors, as already 
numerous excellent reference works have been prepared in 
the field of bone tumors. The clear descriptions of the 
underlying pathologic processes should help in interpretation 
of x-rays and for successful therapy. 


Present Concepts of Rehabilitation in Tuberculosis: A Re- 
view of the Literature 1938-1947. Norvin C. Kiefer, 
M.D., M.P.H., Senior Surgeon, United States Public 
Health Service, Assistant to the Chief, Tuberculosis Con- 
trol Division, United States Public Health Service, Fed- 
eral Security Agency. 398 pages. New York: National 
Tuberculosis Association, 1948. Price $3.50. 


This contains the most up-to-date information on the 
rehabilitation of the tuberculous. It stresses rehabilitation 
as an essential integral part of the treatment, and tells how 
best to return the patient to a normal, productive life. Over 
one thousand papers from all over the world were studied 
and woven into this book. The Russian “Night Sana- 
torium” system, England’s villages such as Papworth, 
America’s various methods, and the rehabilitation experi- 
ences of many other countries are thoroughly discussed. 
There is an excellent bibliography and index. It is a val- 
uable, practical guide to those interested in the rehabilita- 
tion of the tuberculous. 


Tuberculosis. A Global Study in Social Pathology. By John 
B. McDougall, C.B.E., M.D., F.R.C.P. (Edin.),F.R.F PS. 
(Glas.), F.R.S.E., Section of Tuberculosis, World Health 
Organization, Adviser in Tuberculosis to UNRRA in 
Greece. 455 pages, illustrated. Baltimore: The Williams 
and Wilkins Company, 1949. Price $6.00. 

This is not a run-of-the-mill book on tuberculosis. It 
gives a wealth of information about tuberculosis throughout 
the world that this reviewer has often wondered about but 
has never before seen in print. Part one deals with mor- 
tality rates and other data concerning tuberculosis in dif- 
ferent countries of the world. Each country is considered 
individually and on the basis of latest known facts and 
statistics. Part two takes in the general considerations in- 
fluencing morbidity and mortality rates from tuberculosis. 
The prevailing views on the vulnerable age groups, native 
and acquired resistance, infecting dose, and so on are dis- 
cussed. Part three discusses investigation of the tuberculosis 
problem in a community. In this section, thirty pages on 
BCG presents this controversial phase of tuberculosis. Part 
four is an evaluation of the whole tuberculosis problem. The 
pleasing style of the author makes the book easy to read. 


Schools of Surgery. By J. D. H. Widdess, M.A. (Dublin), 
L.R.C.P. & S.1., Librarian and Lecturer in Biology, 
R.C.S.I. With a foreword by William Doolin, F.R.CS1, 
Hon. Librarian, Royal College of Surgeons in Ireland. 
107 pages, illustrated. Baltimore: The Williams and Wil- 
kins Company, 1949. Price $5.00. 

Widdess, Librarian to the Royal College of Surgeons, Ire- 
land, after exhaustive study, has written a most interesting 
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volume concerning the founding and development of the 
Royal College of Surgeons, Ireland. 

Today’s physician tends to show concern only for current 
medical and surgical problems, yet he will be amply repaid 
if he reads this historical treatise. It is a learned and in- 
teresting account of the manner in which surgery in Ireland 
freed itself from the medieval system of government which 
had been formed to regulate the different types of trades- 
men. The account of the Barber-Surgeon’s Guild is en- 
joyable. 

The volume is stimulating and will serve to widen the 
physician’s horizon. 


Penicillin. Its Practical Application. Under the General 
Editorship of Professor Six Alexander Fleming, M.B., 
BS., F.R.C.P., F.R.C.S., F.R.S., Professor Emeritus of 
Bacteriology, University of London. Second Edition. 491 
pages, illustrated. St. Louis: The C. V. Mosby Company, 
1950. Price $7.00. 


In this volume edited by a great bacteriologist, discoverer 
of a great therapeutic product, the history and development 
of penicillin are described. Various authors outline the 
chemistry, pharmacology and bacteriologic control of peni- 
dilin therapy so that an abundant background is provided 
for the clinician. 

A group of eminent British physicians, specialists in their 
various fields, with extensive experience in the use of peni- 
tilin contribute chapters to the second or clinical section 
of the book. A broad and authoritative evaluation of the 
range of diseases amenable to penicillin therapy is obtained. 
Streptomycin is considered in a separate chapter. 


This should prove a very useful reference work. 


Clinical Diagnosis by Laboratory Examinations. By John A. 
Kolmer, M.S., M.D., Dr.P.H., Sc.D., LL.D., L.H.D., 
F.A.C.P., Professor of Medicine in the School of Medi- 
cine and the School of Dentistry of Temple University ; 
Director of the Research Institute of Cutaneous Medicine; 
Formerly Professor of Pathology and Bacteriology in the 
Graduate School of Medicine of the University of 
Pennsylvania. Second Edition. 1,212 pages, with illustra- 
tions. New York: Appleton-Century-Crofts, Inc., 1949. 
Price $12.00. 

This revised and enlarged second edition, is a very 
practical guide. It brings up to date a massive content of 
dinical laboratory material. 

Much new material has been added. The previous great 
tfficiency of reference has been maintained. Laboratory 
ttaminations particular to the antibiotics, Papanicolaou’s 
‘ytology technics, and the Rh-Hr system are three of the 
Many new subjects discussed. 

Part I deals with the clinical interpretation of laboratory 
taminations. Part II is concerned with the important 
kboratory findings of diagnostic value in specific diseases 
and in diseased states of specific organs. This allows for 
tady reference to examinations indicated, and the usual 

ings in suspected disease. Part III contains the technics 
of the more commonly used laboratory examinations. 

This edition, as was its predecessor, is a very necessary 
part of the medical library. 
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Penicillin and Streptomycin in the Treatment of Infections. 
By Chester S. Keefer, M.S., M.D., Sc.D. (Hon.), Wade 
Professor of Medicine, Boston University School of 
Medicine; and Donald G. Anderson, M.D., Instructor in 
Medicine, Boston University School of Medicine. Edited 
by Henry A. Christian, A.M., M.D., LL.D., Sc.D. (Hon.), 
M.A.C.P., Hon. F.R.C.P. (Can.), D.S.M. (A.M.A,), Her- 
sey Professor of the Theory and Practice of Physic, 
Emeritus Harvard University. (Reprinted from Oxford 
Loose-Leaf Medicine with the same page numbers as in 
that work). 313 pages. New York: Oxford University 
Press, 1950. Price $2.50. 


In recent years the average physician has been besieged 
by a deluge of contradictory opinions regarding the use of 
penicillin and streptomycin. The knowledge of when and 
how to administer correctly these potent antibiotics is of 
utmost importance. 


This small, well-written volume outlines the history, char- 
acteristics and pharmacology of both penicillin and strep- 
tomycin. The clinical use of penicillin and streptomycin is 
elucidated by men who have had extensive opportunities for 
its investigation. Since the field of usefulness of these agents 
is great, the practicing physician should find this book in- 
valuable in every day treatment. 


Southern Medical News 


ALABAMA 


Dr. Tinsley R. Harrison, a native Alabamian, has accepted the 
position of Professor of Medicine, Medical College of Alabama, Bir- 
mingham, succeeding Dr. J. S. McLester, retired. Dr. Harrison will 
also be Acting Dean of the Medical College of Alabama until a 
full-time dean is named to succeed Dr. Roy Kracke, who died 
June 26. Dr. Harrison is a son of Dr. William G. Harrison, Birming- 
ham. He graduated at Johns Hopkins School of Medicine in 1923, 
became Instructor of Medicine and later full-time Professor of 
Medicine, Vanderbilt University School of Medicine, Nashville, Ten- 
nessee. He has taught at Bowman Gray School of Medicine of Wake 
Forest College, Winston-Salem, North Carolina, and later was Pro- 
fessor of Medicine and Acting Dean of Southwestern Medical School 
of the University of Texas, Dallas, Texas. Dr. Harrison was Presi- 
dent of the American Heart Association in 1948, opening the 1949 
campaign of the Alabama Heart Association in Birmingham. He 
internationally known for his research in heart failure. 

Library of the Medical College of Alabama, Birmingham, has been 
donated a collection of books, diplomas, certificates, photographs and 
personal items of the late Dr. Roy R. Kracke by his family. ua 

Alabama Dermatology Society has elected Dr. Ray O. Noojin, 
Birmingham, President; and Dr. James S. Snow, Tuscaloosa, Secre- 
tary. 


ARKANSAS 


Pulaski County Tuberculosis Association has elected Dr. W. E. 
Morris, First Vice-President; Dr. Dan H. Autry, Third Vice-President; 
and Dr. S. C. Fulmer, member of the Board, all of Little Rock. 

Conway Memorial Hospital, Conway, has elected to its staff Dr. 
R. L. Taylor, Conway, President; Dr. Tom Mabry, Holland, Vice- 
President; and Dr. Keller Lieblong, Conway, Secretary-Treasurer. _ 

Dr. Joseph D. Calhoun is associated with Dr. Edwin F. Gray in 
the practice of radiology in the Donaghey Building, Little Rock. 

Dr. Grady Reagan, Jr., who recently completed a residency at 
St. Louis City Hospital, St. Louis, Missouri, is associated with Drs. 
Reagan and Roberts, Little Rock. 

Dr. Vernon Toombs is associated with Dr. B. P. Briggs and Dr. 
E. H. Crawley in the practice of pediatrics at Little Rock. 

Dr. Lawrence M. Zell, Little Rock, has been appointed Assistant 
Professor of Pathology in charge of dermatology, University of 
Arkansas School of Medicine. 

Dr. Joe A. Norton, formerly of El Dorado, has located in Texarkana 
for the practice of radiology. 
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DISTRICT OF COLUMBIA 


Medical Society of the District of Columbia will hold its twenty-first 
annual meeting at Washington, Statler Hotel, October 2-4, under the 
presidency of Dr. William M. Ballinger. 

Dr. Mark H. Lepper, Washington, has been appointed to the faculty 
of the University of Illinois College of Medicine, Chicago, as Associate 
Professor, Department of Preventive Medicine. 

Dr. Fred G. Burke, Assistant Clinical Professor of Pediatrics, 
Georgetown University School of Medicine, Washington, has been 
appointed Professor of Pediatrics of the School. 

Dr. Francis M. Forster, Philadelphia, Pennsylvania, has been ap- 
pointed Professor of Neurology and Director of the Department, 
Georgetown University School of Medicine, Washington. 

Washington Orthopedic Club has elected Dr. William J. Tobin, 
President; Dr. T. Wiley Hodges, Vice-President; and Dr. Austin B. 
Rohrbaugh, Jr., Secretary-Treasurer, all of Washington. 

Medical Arts Society has elected Dr. Emil J. C. Hildenbrand, Presi- 
dent; Dr. Thomas Bradley, Vice-President; and Dr. Henry D. Ecker, 
Secretary-Treasurer, all of Washington. 

Washington Medical Chapter, Reserve Officers’ Association has 
elected Dr. Francis Treadgill, Lt. Col. Medical Corps, President; Dr. 
Joseph Whitebread, Lt. Com. Dental Corps, Vice-President; and Anne 
Bacheson, Captain, Army Nurse Corps, Secretary. 

Physicians-Veterans of World War II has elected Dr. Eugene J. 
McDonald, President; Dr. Charles P. Ryland, Vice-President; and 
Dr. William B. Walsh, Secretary-Treasurer, all of Washington. 

Medical Society of Saint Elizabeths Hospital has elected Dr. Bernard 
A. Cruvant, President; Dr. Otto Will, Vice-President; and Dr. Norman 
Taub, Secretary-Treasurer, all of Washington. 

Newly elected officers of the Washington Heart Association are Dr. 
Bernard J. Walsh, President; Mr. David Weir, Vice-President; and 
Dr. John W. Latimer, Secretary. 

Dr. John A. Reed, Assistant Clinical Professor of Medicine, George 
Washington University School of Medicine, and Secretary, American 
Diabetes Association, Washington, has been appointed Chairman of 
the National Committee on Diabetes Detection for 1950-1951 and will 
head the 1950 Diabetes Detection Drive which opens with Diabetes 
Week, November 12-18 and will continue the year round. 


FLORIDA 


Southern Surgical Association will hold its next meeting in Holly- 
wood, December 5-7, under the presidency of Dr. G. V. Brindley, 
Temple, Texas. 

Dr. H. Marshall Taylor, Jacksonville, a past president of the 
Southern Medical Association, was honored by the American Laryngo- 
logical Association in May when he received its James E. Newcomb 
Award “for contributions to laryngological literature and promoting 
graduate teaching in laryngology.” 

Florida Obstetric and Gynecologic Society has elected Dr. Robert T. 
Spicer, Miami, President; Dr. William C. Thomas, Gainesville, 
President-Elect; and Dr. Dorothy D. Brame, Orlando, Secretary- 
Treasurer. 

Dr. Graham E. Henson, Jacksonville, has been awarded a_ golden 
anniversary diploma by the Wayne University College of Medicine 
Alumni Association. 

Dr. DeWitt C. Daugherty, Miami, was recently elected Vice- 
President, Florida State Tuberculosis and Health Association and State 
Chapter of the Trudeau Society. 

Dr. Raymond H. King, Jacksonville, was recently elected a director 
of the Jacksonville Historical Society. 

Dr. Wade N. Stephens, of Salt Lake City, Utah, has assumed 
duties as County Health Officer in Putnam and Flagler Counties, 
with headquarters at Palatka. 

Dr. Robert E. Rothermel, formerly Associate Field Director, Ameri- 
can Public Health Association, is Director, Pinellas County Health 
Department with headquarters at St. Petersburg. 

Dr. Robert F. Mikell, Miami, has been doing postgraduate work at 
the Michael Reese Hospital, Chicago, Illinois. 

Dr. Charles C. Grace, St. Augustine, was recently elected Chairman 
of the Southern Section, American Laryngological, Rhinological and 
Otological Society which will hold its midwinter meeting in Florida 
in January 1951. 

Dr. Arthur H. Weiland, Coral Gables, succeeds Dr. Leander J. 
Graves, Tallahassee, as Director, Florida Crippled Children’s Com- 
mission. 

Dr. John A. Simmons, Arcadia, who has retired after fifty years of 
service to the community, was recently honored when a life-sized 
bronze bust of him was unveiled and presented to the Arcadia General 
Hospital. 

Dr. Mildred Esther Scott of the U. S. Public Health Service, has 
been assigned to the Field Technical Staff of the Florida State Board 
of Health. 

Dr. Bernard J. McCloskey has opened offices in Jacksonville, prac- 
tice limited to internal medicine. 


GEORGIA 


Dr. Frank K. Boland, Sr., Atlanta, was elected President, Georgia 
Hygiene Council, and Dr. C. D. Bowdoin, Atlanta, Venereal Disease 
Control Director of the Georgia Department of Public Health, is the 
new Secretary-Treasurer. 
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Dr. Joseph Yampolsky, Associate Professor of Pediatrics, Emory 
University School of Medicine and a member of the staff of the Baby 
Clinic at Central Presbyterian Church, Atlanta, for twenty-eight years, 
attended the International Pediatric Congress in Zurich, Switzerland. 
He also inspected baby clinics and hospitals throughout France and 
visited Norway, Sweden, Denmark and England. 

Dr. Alexander T. Murphey, Augusta, recently was awarded a Damon 
Runyon cancer research fellowship by the American Cancer Society 
The grant in the amount of $4,200 was given in recognition of the 
work in progress in the Department of Oncology cf the Medical College 
of Georgia, which is headed by Dr. Hoke Wammock. 

_ Dr. Albert F. Saunders, Valdosta, has moved to Lakeland, Florida 
for the practice of medicine in Lakeland and at the Louis Smith 
Memorial Hospital. 

Dr. Louis C. Rouglin, Atlanta, was recently honored for a half 
century of medical practice at a testimonial given by close friends and 
members of the medical profession. 

Dr. Morgan Raiford is the new Director of the Eye Department, 
Ponce de Leon Infirmary, Eye, Ear, Nose and Throat, Atlanta 

Valdosta State College has appointed Dr. R. E. Perry, Valdosta, 

college physician for the unexpired term of the late Dr. Marian E. 
Farbar. 
_ Dr. James E. Paullin, Atlanta, was honored recently at a dinner oj 
Emory University Medical Alumni. Two projects were adopted by the 
alumni in tribute to him: a James E. Paullin scholarship fund was 
established to help needy and worthy medical students finish their 
education; and his portrait will be placed in the University. 

Georgia Tuberculosis Association at a recent annual meeting te- 
elected Dr. H. C. Schenck, Atlanta, Director; eliminated the office 
of vice president; and elected the Vice-President, Dr. Julian C. Sipple, 
Savannah, President-Elect. 

Dr. Murdock Equen, Atlanta, was elected Vice-President, American 
Broncho-Esophagological Association at its recent annual meeting held 
in San Francisco, California. 

Georgia Orthopedic Society, at its annual meeting held at Cloister 
Hotel, Sea Island, elected Dr. Peter B. Wright, Augusta, President 
and Dr. J. I. Hall, Macon, Secretary. The 1951 meeting will be held 
at the same place. 

Dr. C. P. Cobb, Jr., has opened an office in Douglasville for the 
practice of medicine. He interned at Baptist Hospital, Memphis 
Tennessee, and has just completed his residency at Lawson Veterans 
Administration Hospital, Chamblee. 

Dr. T. Luther Byrd, Atlanta, was recently elected President, Ameri- 
can Association of Milk Commissions at the annual meeting held in 
New York City. 

_ Dr. James M, Bryant, Newnan, recently released from army service, 
is associated with Dr. R. H. McDonald again in the practice of 
medicine. 

_Dr. John Page Wilson, Augusta, and Miss Ruth Whitley Parish, 
Wendell, North Carolina, were married recently. ‘ 


KENTUCKY 


Dr, R. Arnold Griswold, Louisville, was elected President of the 
American Association for the Surgery of Trauma at its meeting 
held in Salt Lake City in June. The next meeting will be held in 
Montreal, Canada, October 18-20, 1951. 

_Dr. Harold M. Kelso, Knoxville, Tennessee, assumed on July 1 the 
directorship of the Division of County Health Work of the State 
— of Health, succeeding Dr. Tracy Jones, Louisville, :e- 
signed. 

The historic home of Dr. Ephraim McDowell at Danville in which 
the first ovariotomy was performed 140 years ago has been re- 
decorated and completely refurnished by the Woman’s Auxiliary to 
the Kentucky State Medical Association and was opened to the public 
June 1. It is now the property of the Kentucky State Medical 
Association. 

More than $10,000,000 in federal funds for hospital construction has 
been allotted in Kentucky in the past three years, and $5,000,000 
more will be allotted in 1950-51 under the Hill-Burton Act. 

Dr, Warren Samuel A. Harris, Baltimore, Maryland, has entered 
practice of medicine at Lancaster. 

Dr. Fred Weller, pediatrist, has opened an office with Drs. Charles 
and Adam Stacy in the Davis Building, Pineville. 

Dr. Donald B. Thurber, who has resigned his post as Director, 
Waverly Hill Clinic, an agency of the Louisville-Jefferson County 
Health Department, has been appointed Health Officer for the Mason 
County Health Department. 

_Dr. Wendell V. Lyon, Ashland, was elected President, Eastern 
Ramen Medical Association at its annual meeting held at Prestons- 
urg. 

Dr. R. Deitz Wolfe, Louisville, has opened an office in Louisville 
practice limited to internal medicine. 

Dr. Edward M. Maxwell is associated with Dr. S. E. Johnsoa. 
radiologist at St. Joseph’s Infirmary, Louisville. Dr. Maxwell has just 
finished a three-year residency in radiology at St. Joseph’s Infirmary. 

Dr. O. James Hurt, Campbellsville, has opened an office in Bedford 
for the practice of medicine, obstetrics and surgery. 

Dr. Alex J. Stigman has been appointed Professor of Child Health, 
University of Louisville School of Medicine, Louisville. He will de- 
vote some of his time to an education program for Kentucky’s gener?! 
practitioners. 
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Dr. J. W. Somerville, having completed his residency in medicine 
at Baptist Hospital, Louisville, has located at Maysville. 

Dr. Harry G. Reid, Jr., is entering practice in Louisville. 

Dr. Colby N. Cowherd, is entering practice in Munford. 

Dr. Dorothy Taylor of the University of Louisville is in Egypt 
conducting a survey on maternal and child health, this at the request 
of the Government. 

Dr. Avrom M. Isaacs has opened an office in the Heyburn Build- 
ing, Louisville, practice limited to urology. : 

r. ward W. Miller, Jr., Morgantown, has opened an office in 
Leitchfield for the practice of medicine. 

Dr. Charles M. Francis has opened an office at Bowling Green, 
practice limited to ear, nose and throat, and will be associated with 
Dr. Samuel E. Paris, who will specialize in eye work. 

Dr. Melvin R. Gilliam, after completing specialty training at Nichols 
Hospital, has located in Lexington, practice limited to urology. 

Dr. James W. Halfhill, Jr., Bowling Green, and Miss Vera Mowry, 
Lima, Ohio, were married recently. 


LOUISIANA 


Dr. Edward L. King, New Orleans, was elected a Vice-President 
of the American Gyneocological Society at its meeting held recently 
in Boston. 

Dr. Roy Carl Young, Covington, was recently re-elected Treasurer 
of the National Association of Private Psychiatric Hospitals and also 
was elected to Fellowship in the American Psychiatric Association. 

Tulane University of Louisiana School of Medicine, New Orleans, 
announces the following promotions: Dr. Conrad G. Collins, Professor 
and head of the Department of Gynecology and Associate Professcr 
of Obstetrics, to Chairman of the newly combined Department of 
Obstetrics and Gynecology; Dr. Joseph N. Ane, acting head of the 
Department of Radiology to Chairman of the department; and Dr. 
Isadore Dyer, Associate Professor of Obstetrics, and Dr. Lewis Thomas, 
Associate Professor of Medicine, to Professors. 

Tulane University of Louisiana School of Medicine, New Orleans, 
has granted leaves of absence to Dr. Bertha R. Noble and Paul C. 
Beaver, Ph.D., to conduct research projects. Dr. Noble, Assistant 
Professor of Clinical Ophthalmology, will study the eye involvement 
of patients affected by onchocerciasis in Venezuela at the invitation 
of the Pan American Sanitary Bureau; and Dr. Beaver, Associate 
Professor of Parasitology, will participate in a study of the relationship 
between nutrition and immunity to hookworm infection under the 
auspices of the Georgia State Department of Health. 
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MARYLAND 


Dr. Julius M. Amberson, Commander, Medical Corps, head, Depart. 
ment of Tropical Medicine, Naval Medical School, Bethesda, went to 
Venezuela in July to assist health authorities in making a survey of 
plague in that country. 

Dr. Francis F. Schwentker, Johns Hopkins University, Balti 
on a medical mission June 16-August 11 arranged by the Unitarian 
Service Committee, Inc., gave lectures in Germany. 

Dr. Elaine F. Kinder (Ph.D.), Associate Research Scientist, State 
Psychiatric Institute, New York City, was appointed on July 1 to the 
new position of Supervisor of Psychologic Intern Services in the De 
partment of Mental Hygiene of the State Department of Health, 
Baltimore. 

Dr. John Anton Adamson, Jr., Baltimore, and Miss K. La Vonne 
Wertz were married recently. 


MISSISSIPPI 


Dr. W. H. Anderson, Booneville, is a new member of the State 
Commission on Hospital Care, succeeding Dr. L. Lawson Shackleford, 
Whitfield. Other members are Dr. D. V. Galloway, Jackson, Executive 
Director; Dr. J. O. Slaughter, Columbus, Chairman; Dr. Owen 
Cooper, Yazoo City, Secretary; Dr. Carl W. Blomquist, Port Gibson; 
Dr. Felix J. Underwood, Jackson; Dr. T. Harvey Hedgepeth, Jackson; 
Dr. Jack M. Montgomery, Inverness; and Dr. Henry Boswell, Sana- 
torium. 

The Advisory Committee of the State Medical Association to work 
with the State Board of Health in developing a heart disease control 
program, and appointed by the president, are Dr. T. E. Wilson, Jack- 
son, Chairman; Dr. A. L. Gray, Jackson, Vice-Chairman; Dr. W. W. 
Lake, Pass Christian; Dr. W. K. Purks, Vicksburg; Dr. L. J. Clark; 
Dr. J. G. Archer, Greenville; Dr. H. H. McClanahan, Jr., Columbus; 
Dr. B. B. O'Mara, Biloxi, Ex-officio, and Dr. Felix J. Underwood, 
Jackson, Ex-officio. 


MISSOURI 
Missouri Society for Crippled Children will hold its annual meeting 
in Kansas City, Hotel President, October 6. 
Ellis Fischel Cancer Hospital in conjunction with State Department 
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EYE, EAR, NOSE AND THROAT 


A three months combined full-time refresher course consisting 
of attendance at clinics, witnessing operations, lectures, demon- 
stration of cases and cadaver demonstrations; operative eye, 
ear, nose and throat on the cadaver; clinical and cadaver 
demonstrations in bronchoscopy, laryngeal surgery and surgery 
for facial palsy; refraction; radiology; pathology, bacteriology 
and embryology; physiology; neuroanatomy; anesthesia; phy- 
sical medicine; allergy; examination of patients preoperatively 
and follow-up postoperatively in the wards and clinics. 


PROCTOLOGY AND GASTROENTEROLOGY 


A combined course comprising attendance at clinics and lec- 
tures; instruction in examination, diagnosis and treatment; 
witnessing operations; ward rounds; demonstration of cases; 
pathology; radiology; anatomy; operative proctology on the 
cadaver. 


THE NEW YORK POLYCLINIC 


MEDICAL SCHOOL AND HOSPITAL 
(ORGANIZED 1881) 


(The Pioneer Post-Graduate Medical Institution in America) 


FOR INFORMATION ADDRESS 
MEDICAL EXECUTIVE OFFICER, 345 West 50th Street, NEW YORK 19, N. Y- 


RADIOLOGY 


A comprehensive review of the physics and higher mathematics 
involved, film interpretation, all standard general roentgen 
diagnostic procedures, methods of application and doses of 
radiation therapy, both x-ray and radium, standard and special 
fluoroscopic procedures. A review of dermatological lesions and 
tumors susceptible to roentgen therapy is given, together with 
methods and dosage calculation of treatments. Special atten- 
tion is given to the newer diagnostic methods associated with 
the employment of contrast media such as bronchography with 
Lipiodol, uterosalpingography, visualization of cardiac chambers, 
perirenal insufflation and myelography. Discussions covering 
roentgen departmental management are also included. 


DERMATOLOGY AND SYPHILOLOGY 


A three year course, beginning in October, fulfilling all the 
requirements of the American Board of Dermatology and 
Syphilology. 
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the “magic” 


Each Feosol Tablet contains 3 
grains exsiccated ferrous sulfate, 
equivalent to approximately 5 


grains crystalline ferrous sulfate. 


of the coating... 


another reason why Feosol Tablets 


are the standard iron therapy 


Feosol Tablets’ specially developed coating insures 
timed disintegration of the tablet in the 

acid medium of the stomach and 

upper duodenum, where iron is best absorbed. 
Furthermore, each Feosol Tablet supplies 20 mg. 
blood-building iron per grain—far more than 

ordinary iron preparations. No wonder Feosol Tablets 
effect such rapid hemoglobin regeneration and prompt 


reticulocyte response in the iron-deficient patient. 
‘Feosol’ T. M. Reg. U.S. Pat. Off. 


Feosol Tablets 


Smith, Kline & French Laboratories, Philadelphia 
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REGARDLESS OF INDICATED THERAPY 


ict: the condition under 
treatment is an acute infec- 
tion, a bowel upset, an injury or a 
metabolic derangement, nutrition is 
always a primary factor in therapy. 
Regardless of other indicated measures, 
nutritional adequacy is essential for 
prompt recovery. 

When dietary supplementation is the 
indicated means of increasing the nutri- 
ent intake, the food drink, Ovaltine in 
milk, can prove highly beneficial. Pro- 


viding significant amounts of all nutri- 
ents considered essential, it virtually 
assures dietary adequacy when the rec- 
ommended three glassfuls daily are 
taken in conjunction with even a fair 
diet. 

Temptingly delicious and readily 
digested, this dietary supplement fits 
well into the framework of most indi- 
cated diets, and finds ready patient 
acceptance. Its generous nutrient con- 
tent is detailed in the table below. 


THE WANDER COMPANY, 360 N. MICHIGAN AVE., CHICAGO 1, ILL. 


PHOSPHORUS. . 
IR 


Three servings of Ovaltine, each made of 
Y2 oz. of Ovaltine and 8 oz. of whole milk,* provide: 


65Gm. RIBOFLAVIN... .. . 2.0 mg. 
676 


*Based on average reported values for milk. 


Two kinds, Plain and Chocolate Flavored. Serving for 


serving, they are virtually identical in nutritional content. 
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Therapeutic penicillin Lesage 


in EASY, PLEASANT 


—+ DROP-CILLIN 


50,000 UNITS* IN A DROPPERFUL 


Cwailaht in Jee. bettie 
coritaiming 600,000 uni, 


—+ “DRAM-CILLIN 


100,000 UNITS” IN A TEASPOON FUL 


Cuailalee, in 60cc. bottle 
coritaining, 200,000 un. 


Both pllatabhe 
vanilla, 


BUFFERED PENICILLIN 
G POTASSIUM 


WHITE LABORATORIES, INC, 
Pharmaceutical Manufacturers, Newark 7, N.J. 
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POSTGRADUATE COURSE 


for the 


GENERAL PRACTITIONER 


Surgery—October 3, 4, 5, 1950 
Cardiology—November 8, 9, 10, 1950 
Dermatology—December 11, 12, 13, 14, 1950 


Plan to attend the Cardiology Postgraduate 
Course and stay over for the Southern Medical 
Meeting the following week. 


For further information regarding these courses 
write to: 
Director, Division of Postgraduate Studies 
Washington University School of Medicine 
4580 Scott Avenue Saint Louis 10, Missouri 


UNIVERSITY OF PENNSYLVANIA 
GRADUATE SCHOOL OF MEDICINE 


Announces the establishment of 
a new course 


Current Advances In 
Medicine and Surgery 


This course will be given annually, the first 
session to be from Monday, September 25, 
through Friday, September 29, 1950. The 
tuition fee will be $100.00 to physicians in 
general; alumni of the Graduate School oj 
Medicine are exempt and pay only a reg- 
; istration fee of $10.00. All fees are pay- 
able on application. Full information and 
application forms may be obtained through 
the Office of the Dean, Graduate School of 
Medicine, University of Pennsylvania, Phila- 
delphia 4, Pennsylvania. 
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of Health and Missouri Division of American Cancer Society will hold 
its next meeting in Columbia, Tiger Hotel, September 22. 

Dr. James L. O’Leary, St. Louis, was elected Vice-President Of, the 
Electroencephalographic Society at its recent annual meeting. 

Dr. Robert Ewen Schauffler, President Emeritus of the medical staff 
of Children’s Mercy Hospital, Kansas City, was recently presented a 
plaque by the doctors and nurses of the Hospital. He was cited as 
the “‘first physician appointed to the medical staff of the Children’s 
Mercy Hospital in 1904, in appreciation of service as orthopedist, 
humanitarian, writer and man among men.” 

Dr. Herbert L. Mantz, Kansas City, is one of the five National 
Tuberculosis Association representatives on the International Union 
Against Tuberculosis who will attend the Conference of the Inter. 
national Union Against Tuberculosis at Copenhagen, Denmark, Sep. 
tember 3-6. The National Tuberculosis Association is the member 
agency representing the Union in the United States. More than forty 
other countries are also members. 


NORTH CAROLINA 


In the July issue the name of Dr. Roscoe D. McMillan, Red Springs, 
was given as President-Elect of the Medical Society of the State of 
North Carolina which was in error. Dr. McMillan was installed Presi- 
dent of the Society at the annual meeting held early in May. 

North Carolina Tuberculosis Association has elected Dr. Herman F. 
Easom, Wilson, President. Dr. M. D. Bonner, Jamestown, Dr, 
R. B. C. Franklin, Mt. Airy and Dr. A. L. Ormond, Hickory, are 
members of the Executive Committee. Those re-elected to the Board 
of Directors are Dr. M. D. Bonner; Dr. N. Thomas Ennett, Beaufort; 
Dr. R. B. C. Franklin; Dr. J. H. McNeill, North Wilkesboro; Dr. 
Paul H. Ringer, formerly of Asheville, now of New York City; and 
Dr. Hillis L. Seay, Huntersville, New Directors-at-large: Dr. S. B. 
McPheeters, Goldsboro; Dr. Lynwood Williams, Kinston; Dr. W. A. 
Anthony, Gastonia; Dr. G. G. Dixon, Ayden; and Dr. G. G. Oleen, 
Monroe. 

Dr. Charlotte Rita Kay, Charlotte, received recently the Weinstein 
Award of $50.00 which is given each year by Dr. Benjamin B. 
Weinstein of New Orleans, Louisiana, for the best paper by a senior 
student on a subject connected with obstetrics and gynecology. 

North Carolina Trudeau Society has elected Dr. M. D. Bonner, 
Jamestown, President; Dr. C. G. Milham, Hamlet, Vice-President; and 
Dr. Hege Kapp, Winston-Salem, Secretary-Treasurer. 

Dr. J. Maxwell Little, Professor of Pharmacology, Bowman Gray 
School of Medicine of Wake Forest College, Winston-Salem, has re 
ceived a grant of $3,000 from Ciba Pharmaceutical Company for the 
study on the results of various drugs. Dr. Little will collaborate with 
Dr. James F. Donnelly and Dr. Richard L. Burt of the Department 
of Obstetrics and Gynecology in studies on the effect of vasodilator 
drugs on toxemias of pregnancy. 

Recent appointments at Bowman Gray School of Medicine of Wake 
Forest College, Winston-Salem, include: Dr. Robert L. Tuttle and Dr. 
William R. Vance, Instructors in Microbiology and Immunology; Dr. 
John B. Reinhart, Instructor in Pediatrics; Dr. Edward B. Truitt, Jr., 
Instructor in Pharmacology; Dr. Jerry Aikawa, Instructor in Internal 
Medicine; Dr. C. Glenn Sawyer, Instructor in Internal Medicine and 
Associate in Physiology; and new assistants in clinical medicine: Dr. 
Kenneth Cheek, High Point; Dr. Marvin E. McRae and Dr. Taylor 
Brooks, both of Greensboro: and Dr. Benjamin Vatz, Dr. A. J. 
Crutchfield and Dr. Hege Kapp, Winston-Salem. Dr. Weston M. 
Kelsey was promoted from Assistant Professor to Associate Professor 
of Pediatrics. 

Dr. Harvey C. May is associated with Dr. George H. Petteway, 
Charlotte, in the practice of gynecology and obstetrics. 

Dr. J. Kempton, a native of Salisbury, is associated with Dr. Fred 
G. Patterson, Chapel Hill in the practice of medicine. 

Dr. Charles Council Parker, Woodland, and Miss Betty Cameron 
Goodwyn, of Richmond and Henderson, were married July 12. : 

Dr. John Franklin Lynch, Jr., High Point, and Miss Mary Eliz 
beth Simmons, Rocky Mount, were married recently. 

Dr. Harold Lacy Godwin, Fayetteville, and Miss Nina Prescott, 
North Dartmouth, Massachusetts, were married recently. ’ 

Dr. Clement R. Monroe, Pinehurst, and Miss Mabel Geraldine 
Caddell, Hoffman, were married recently. . 


OKLAHOMA 


Oklahoma State Medical Association has installed Dr. Ralph A. 
McGill, Tulsa, President; and elected Dr. L. Chester McHenry, Okla- 
homa City, President-Elect; and Dr. Malcolm E. Phelps, El Reno, 
Vice-President. 


SOUTH CAROLINA 


Dr. John T. Cuttino, Durham, North Carolina, was appointed 
Acting Dean of the School of Medicine, Medical College of the State 
of South Carolina, Charleston, as of July 1. He also holds the pos 
tion of Associate Professor of Pathology of the School. 
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Therapeutic action is additive, but the total urinary solubility of two 
sulfonamides is significantly greater than that of either alone. 

Aldiazol-M, a dual sulfonamide, contains both sulfadiazine and sulfamerazine 
in microcrystalline form, and the alkalizing salt, sodium citrate. Aldiazol-M in- 
creases the field of useful application of sulfonamide therapy because: 


Blood levels are produced more rapidly.The microcrystalline form of the sulfa 
drugs is absorbed more quickly, leading to higher initial levels. 


Hazard of renal complications is reduced. Because of the greater solubility of dual 
sulfonamide mixture, urinary precipitation is prevented, virtually eliminating crystalluria. 


Greater therapeutic efficacy is obtained. Aldiazol-M can be given safely in ade- 
quate dosage, and effective blood levels maintained in adults on a dosage of 2 teaspoonfuls 
every four hours. 


Widely indicated. Aldiazol-M is indicated whenever the specific actions of sulfadiazine 
and sulfamerazine are required. It is valuable not only in adults, but also in the treatment 
of many infectious diseases in children. 

Aldiazol-M is available on prescription through all pharmacies. Write for literature. 


THE S. E. MASSENGILL COMPANY 
Bristol, Tenn.-Va. (SE WC) 
NEW YORK e SAN FRANCISCO e KANSAS CITY 


Each teaspoonful (5 cc.) of 
Aldiazol-M provides: 
Sulfadiazine 
(microcrystalline). ..0.25 Gm. 
Sulfamerazine 
(microcrystalline) ...0.25 Gm, 
Sodium Citrate....... 
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Each colorful, two-tone capsule pro- 
vides, ina dry, oil-free powder: 
DICALCIUM PHOSPHATE 

(Anhydrous)... Gm 
BONE PHOSPHATE* -0.15 Gm. 


VITAMIN A (Ester)... 2 
VITAMIN D (Irradiated 
Ergosterol) 


00 mg. 
CONTENT . 0.07 mg. 


No. fishy taste or odor. 


SUPPLIED: Bottles of 100. Available 
through all Prescription pharmacies, 


Samples and literature on request, 


Waller 


VITAMIN PRODUCTS, || 
MOUNT VERNON, 


September 1959 


Continued from page 54 


Dr. William Thaddeus Bethea, Jr., Dillon, received the Shepardon 
Award of $25.00, given by Mrs. David Cayer in honor of her father, 
The award is based on scholarship, responsibility, consideration of 
patients and premise of continuing in its highest ideals the practice 
and art of medicine. 

Dr. John Roland Harvin, and Miss Margaret Bauer Barnwell, both 
of Columbia, were married recently. 

Dr. David Dean Brockman, Greenville, and Miss Martha Ann 
Rinebolt, Ludington, Michigan, were married recently. 

Dr. Angelo Peter Creticos, Charleston, and Miss Anastasia Majar. 
kais, Chicago, Illinois, were married recently. 


TENNESSEE 


Middle Tennessee Heart Association has installed Dr. B. F. Byrd, 
Sr., President; and has elected Dr. James Kirtley, President-Elect; 
Dr. Laurence Grossman, Secretary; and Dr. Sam Riven, Treasurer, 
all of Nashville. 

Tennessee Pediatric Society has elected Dr. C. Barton Etter, Mem- 
phis, President; Dr. J. R. Bowman, Johnson City, Vice-President; and 
Dr. Oliver W. Hill, Jr., Knoxville, Secretary-Treasurer. 

Nashville Society for Internal Medicine has elected Dr. Hugh J. 
Morgan, President; Dr. David Strayhorn, Vice-President; and te- 
elected Dr. Thomas Frist, Secretary-Treasurer. 

A grant of $126,350 has been made by the National Cancer In- 
stitute to Vanderbilt University, Nashville, for construction of new 
cancer research laboratories and other facilities at the School of Medi- 
cine and University Hospital. 

Dr. Donald Cates, Knoxville, will take over the practice of Dr 
William H. Gardner at Tazewell, who is assuming duties at Kennedy 
Hospital, Memphis. 

Dr. Robert H. Hutcheson, State Commissioner of Public Health, 
Nashville, has been elected President Tennessee Public Health Asso- 
ciation. 

Memphis and Shelby County Medical Society honor members of the 
profession elected to the presidency of national or international so- 
cieties pertaining to their special fields. Three physicians recently 9 
honored are Dr. Thomas D. Moore, President, American Urological 
Association; Dr. John J. Shea, President, American Laryngological, 
Rhinological and Otological Society; and Dr. James S. Speed, President- 
Elect, American Orthopedic Association, all of Memphis. 

University of Tennessee College of Medicine, Memphis, has added 
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A complete line for clinical laboratories de- 
voted to all branches of chemistry, bacteri- 
ology, hematology, and parasitology. Tested 
and checked in our own clinical laboratories. 
Purity warranted. Our facilities assure prompt 
ee of large or small orders. Inquiries 


COMPLETE CATALOG 


Reagents catalogued alphabet» 
according sub- aa 
jects and techniques; plus med- ence 
ical reference guide. Catalog Curry 
comprises full line blood test- 
ing sera including anti-Rh, 
anti-M and anti-N; also re- 
agents for Wassermann, Kline, 
and Kahn tests. Write for your 
copy. FREE ON REQUEST. 


LABORATORIES 
R. B. H. Gradwohl, M. D.,Director 
3514 Lucas Av. St. Louis, Mo. 
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A potent alkaloidal fraction of Veratrum viride—biologically stand- 
ardized for hypotensive activity in mammals—a new active prin- 
ciple not heretofore available, for the treatment of hypertension. 


An entirely new drug, Veriloid presents only the hypotensive ester alka- 
loids of Veratrum viride freed from the irritant and inert dross of the 
crude root. This active principle, because biologically standardized, is 
absolutely uniform in its pharmacologic action. 

Individualization of dosage is essential for maximum therapeutic bene- 
fit. In the majority of patients, the average dose of 2.0 mg. to 5.0 mg. 
three or four times daily after meals and at bedtime leads to a clinically 
significant drop in arterial tension brought about by relaxation of the 
smaller arterioles. This effect is readily maintained for as long as the 
drug is given, for tolerance to Veriloid usually does not develop. Con- 
comitantly, gratifying subjective improvement is discernible by the patient. 

Veriloid has been found effective in malignant hypertension, severe 
essential hypertension, and in moderate elevation of the blood pressure. 
It is available on prescription through all pharmacies in slow dissolving 
tablets containing 1.0 mg. in bottles of 100 and 200. 


*Trade Mark Riker Laboratories, Inc. 


RIKER LABORATORIES, INC., 8480 BEVERLY BLVD. LOS ANGELES 


BIOLOGICALLY STANDARDIZED FOR HYPOTENSIVE POTENCY IN MAMMALS 
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to its staff: Dr. Frederick Meyers, Instructor in Pharmacology; Dr. 
James E. Alexander, Assistant in Medicine; Dr. McCarthy DeMere, 
Dr. Edward French and Dr. William T. Tyson, Jr., Assistants in 
Surgery; Dr. Robert C. Little, Assistant Professor, Department of 
Physiology; Dr. Sigfrid Zitzlsperger, Instructor in Anatomy; and Dr. 
Fern W. Smith, Instructor in Anatomy. Dr. T. H. Doggett will serve 
as Instructor in Anatomy for one year. Dr. Carl E. Hookings has 
been added to the faculty of the Division of Preventive Medicine as 
Assistant Professor. He will also direct the Maternal and Child 
Hygiene Division of the Memphis and Shelby County Health Depart- 
ment. 

Dr. Paul Feng, formerly a research fellow in the Department of 
Pharmacology, University of Tennessee College of Medicine, Memphis, 
has accepted the position of lecturer in pharmacology and therapeutics 
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at the College of the West Indies, Jamaica, British West Indies, ag 9 
September 1. 

United States Atomic Energy Commission has provided an addi. 
tional $25,980 for research projects at the University of Tennesse 
Medical Units, Memphis. The six research projects are under the 
direction of Dr. Edward F. Williams, Jr., Associate Professor of 
Chemistry; Dr. John L. Wood, Associate Professor of Chemistry; Dr, 
Douglas H. Sprunt, Chief of the Division of Pathology and Bae. 
teriology; Dr. Lester Van Middlesworth, Instructor in Physiology: 
Dr. R. R. Overman, Associate Professor of Physiology; Dr. Carl F 
Nurnberger, Assistant Professor of Radiology; Dr. Alys H. Lipscomb 
Instructor in Medicine; Dr. David Carroll, Instructor in Radiology ang 
Dr. Joseph Cara, Resident in Radiology. 

United States Public Health Service has awarded three grant: 
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dubin 


high theophylline content, ready solubility 
for rapid therapeutic effects in: 
Bronchial Asthma 
Paroxysmal Dyspnea 
Cheyne-Stokes Respiration 


aminophyllin 


(theophylline-ethylenediamine) 


H. E. DUBIN LABORATORIES, Inc. 250 €. 43rd st., New York 17, N.Y. 


Cafergone "... was developed primarily for the relief of migraine attack. 
It is uniformly effective... for the relief of vascular headache of all other 


types...” (Hansel)' 


For the first time, clinical studies show that migraine 
and other vascular headaches can be aborted with 
oral medication. 


The cause of migraine is still obscure. The mechan- 
ism of head pain, however, is known. Head pain in 
migraine and related disorders is produced by 
abnormal dilatation of certain cranial arteries, prin- 
cipally branches of the external carotids. Gastroin- 
testinal upset (especially vomiting) is also charac- 
teristic of the syndrome. 


Recently attention has centered on the development 
of an effective oral preparation. Cafergone (ergota- 
mine tartrate 1 mg.; caffeine 100 mg.) resulted from 
this research. The vasoconstrictor action of ergota- 
mine is well known. Caffeine orally aids this effect. 
As a result, simultaneous administration in Cafer- 
gone tablets reduces the oral dosage of ergotamine 
required for relief.” ° 


Dosage: Two Cafergone Tablets at first sign of im- 
pending attack and additional 1-tab. doses (up to 
6) at ¥2 hour intervals as required. Reprints of 
papers and brochures available for data on dosage 
adjustment and other particulars. 

Partial on Cafergone 


HANSEL, F.: Ann. Allergy 6: 155 ( Mar.) 1949. 
a A. and BRENNER, C.: Am. Pract. 2: 467 (Mat.) 


Ne 


FRIEDMAN, L.: J.M.A. Ala. 19: 137 (Nov.) 1949. 
RYAN, R.: J. Missouri M.A. 47: 107 ( Feb.) 1950. 


ndoz 
harmaceuticals 


DIVISION OF SANDOZ CHEMICAL WORKS, INC. 
68 CHARLTON STREET, NEW YORK 14, NEW YORK 


SOUTHERN MEDICAL ASSOCIATION MEETING, NOVEMBER | 3-1 6th 
AT KIEL MUNICIPAL AUDITORIUM — ST. LOUIS 


Vol. 4 


3. HORTON, B., RYAN, R., and REYNOLDS, J.: Proc. Staff. 
Meet., Mayo Clin. 23: 105 (Mar. 3) 1948. 
CHARLES, C.: Postgrad. Med. 7: 33 (Jan.) 1950. 49 
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grants 
THE EFFICACY OF THE SUPPOSITORY FOR CONCEPTION CONTROL 
e*. . . surely mass studies on the diaphragm have not shown greater 
efficacy than is reported in this paper by simpler procedures.°** 
See The Baltimore Study. 
ones Studies of the efficacy of Lorophyn 
Suppositories in a Baltimore clinic 
revealed that this method pro- 
duced a total rate of 16.2 pregnan- 
i cies per 100 woman-years of 
exposure to the opportunity of be- 
coming pregnant. This rate was 
compared to some reported in the 
literature with diaphragm and 
jelly: 12, 15, 18 and 33. 
im- 
) to The South Carolina Study. 
kK i In State post-natal and syphilis 
Lorophyn*® Suppositories (N.N.R.) contain clinics, the effectiveness of the sim- 
phenylmercuric acetate 0.05% and glyceryl ple Lorophyn Suppository technic 
laurate 10% in a water-dispersible, self-emul- 
hes) sifying, synthetic wax base. Hermetically SS 
ai sealed in foil, they will not leak in hot weather. Baltimore results. 
* Eastman, N. J. & Seibels, R. E.: The Efficacy of the Suppository and of Jelly Alone 
as Contraceptive Agents, J. A. M. A. 139:16 (Jan. 1) 1949. Reprint on request. 
EATON LABORATORIES, INC., NORWICH, N. Y. 
When a jelly is preferred—LOROPHYN JELLY (N.N.R.) also contains the powerful spermi- 
cide: phenylmercuric acetate 0.05%, and polyethylene glycol of mono-iso-octyl phenyl 
ether 0.3%, methyl p-hydroxy benzoate 0.05% and sodium borate 3% in a special jelly base. 


j 

| 

me 

4 


60 SOUTHERN MEDICAL JOURNAL September 1950 Vol. - 


AGAIN, Keleket sets the pace with a 
money-saving development. NOW—ALL 
UNITS—200 MA, 300 MA and 500 MA 

use the SAME TRANSFORMER and CON- 

TROL which can be produced at a savings... 

passed on to you! 


By standardizing many parts of the world- . 
famous Multicrons, Keleket is able to offer 
custom-built units... which fit your individ- — 
ual requirements exactly . . . at most attrac- 
tive prices. 

Every unit is equipped with the same func. 
tionally designed cabinet, finished in hand- 
some Kelekote. 
This unit may be installed permanently, even — 
in a wall, with no worry about alterations — 
. .. Should your future technic requirements 
call for the higher capacity Multicrons. 


All units ... 200 MA, 300 MA and 500 MA... 
include the features which have made Keleket 
Multicron Controls so popular with radiolo- _ 
gists . ... for flexibility, convenience and 
accuracy. 


200 MA The controls are rated as follows: 
vertical DIAGNOSTIC 
control / 200 MA unit—125KVP at any MA from 25 to 200 


in 
ca 
re 
on 
tit 


300 MA unit—125 KVP at any MA from 25 to 300 
500 MA unit—125 KVP at any MA from 25 to 500 


THERAPY 
All units—140 KVP to 10 MA 


An optional Photo-Timer and Photo-Timing — 
pushbutton control can be mounted in the verti- 
cal controls. Unit is so designed and engineered 
that only minor alterations are required to effect 
increased capacity and timer changes. ~ 


Telephone or Write for Complete Details 


Nashville Surgical Supply Company 


1911 CHURCH ST. @ NASHVILLE, TENN. @ TELEPHONE 5.4567 


| 
CUSTOM-BUILT | \ 
500 MA 
vertical 
control, 
nape x ° | 
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VERTICAL CONTROLS...200 MA...300 MA...500 MA 


.adaptable for 
CAPACITIES 


the 
300 MA 
vertical 
control and 
transformer 
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BACITRACIN 


WITH BENZOCAINE 
FOR CONTROL OF LOCAL DISCOMFORT 


The clinical efficacy of bacitracin 
troches has been further 
expanded by the incorporation 
of 5 mg. of benzocaine per troche. 
The local anesthetic action so 


a provided, in addition to the spe- 


C. S. C. Bacitracin 
Troches with Benzo- 
caine are available 
on prescription 
through all pharma- 
cies in bottles of 25. 


cific antibiotic effect of the baci- 
tracin, makes for a wider field 
of usefulness in the treatment of 
pharyngitis, tonsillitis, and gin- 
givitis. These troches remain 
intact for a prolonged period 


thereby exerting an extended 
anesthetic influence and creat- 
ing high salivary bacitracin 
levels. 

The confection-like chocolate 
taste of C.S.C. Bacitracin 
Troches with Benzocaine makes 
for universal patient acceptance. 
Their candy-like taste and 
appearance encourage their con- 
tinued use by adults as well as 
by older children. 


A DIVISION OF 


COMMERCIAL SOLVENTS CORPORATION 
17 EAST 42ND STREET, NEW YORK 17, N.Y. 
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1000 UNITS OF BACITRACIN AND 5 MG. OF BENZOCAINE 
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not “food allergy”... but ‘casein allergy” 


Inability to tolerate milk casein is one of the most frequent causes of 
allergy in infants. Casein allergy, as manifested by such symptoms as 
gastrointestinal upsets and atopic eczema, may follow the ingestion of 
any animal milk. In true casein allergy, all animal milks, including 
goat’s milk, must be avoided. 


In such cases Mull-Soy provides the answer. Mull-Soy compares closely 
with cow’s milk in nutritional values of protein, fat, carbohydrate, and 
minerals, 


Mull-Soy is a liquid, pleasant-tasting, 
homogenized, stable (vacuum packed) 
food, high in unsaturated fatty acids. 

At drugstores in 15% fluidounce tins 


For hypoallergenic diets in infants and 
adults. look to 


MULL-SOY 


The Borden Company 
Prescription Products Division 
350 Madison Avenue, New York 17 


protein 3.1% 

fat 4.0% 
carbohydrate 4.5% 
total minerals 1.0% 


water 87.2% 


Mull-Soy diluted with equal volume of water 


S 20 calories 
per fl. oz. 


Average whole cow's milk 


protein 3.3% 
fat 3.8% 
carbohydrate 4.9% 
total minerals 0.7% 


water 87.3% 
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Continued from page 58 


totaling $24,146 for cancer research to three members of the faculty 
of the University of Tennessee College of Medicine, Memphis: Dr. 
Cyrus C. Erickson, $8,000; Dr. Douglas H. Sprunt, $11,826; and 
Dr. John L. Wood, $4,320. 

Dr. R. R. Overman, Associate Professor of Physiology, University of 
Tennessee College of Medicine, Memphis, has been awarded in addi- 
tion to a $4,000 award made last year, a $2,000 grant by the Upjohn 
Pharmaceutical Company, Kalamazoo, Michigan to investigate the 
effectiveness of cortisone in the control of infant diarrhea. 


TEXAS 


Texas Air-Medics Association at its third annual meeting held in 
Fort Worth installed Dr. D. P. Laugenour, Dallas, President; and 
elected Dr. W. M. Pratt, Houston, Vice-President and President- 
Elect; and Dr. C. F. Miller, Waco, Secretary-Treasurer. 

Texas Diabetes Association has elected Dr. B. F. Smith, Houston, 
President; Dr. D. W. Carter, Jr., Dallas, First Vice-President; Dr. 
E. K. Doak, Houston, Second Vice-President; and Dr. W. N. Powell, 
Temple, Secretary-Treasurer. 

Texas Heart Association has elected Dr. George W. Parson, Tex- 
arkana, President; Dr. Paul V. Ledbetter, Houston, Vice- President; 
and Dr. Merritt Whitten, Dallas, the outgoing president, will be 
chairman of the executive committee for one year. 

Texas Society of Anesthesiologists has installed Dr. Russell Bonham, 
Houston, President; and elected Dr. L. F. Schuhmacher, Houston, 
President-Elect; Dr. John Winter, San Antonio, Vice-President; and 
Dr. Werner Hoeflich, Houston, Secretary-Treasurer. 

Texas Chapter, American College of Chest Physicians has elected 
Dr. David McCullough, Kerrville, President; Dr. J. E. Dailey, Heus- 
ton, First Vice President; Dr. Robert Morrison, Austin, Second Vice- 
President; and Dr. Henry R. Hoskins, San Antonio,. Secretary- 
Treasurer. 

Texas Society of Gastroenterologists and Proctologists has elected 
Dr. Carl G. Giesecke, San Antonio, President; Dr. Dolph L. Curb, 
leony First Vice-President; Dr. John McGivney, Galveston, Second 
Vice-President; and Dr. John S. Bagwell, Dallas, Secretary-Treasurer. 

Texas Orthopedic Association has elected Dr. Louis Breck, El Paso, 
President; Dr. John J. Hinchey, San Antonio, Vice-President; and 
Dr. Margaret Watkins, Dallas, Secretary-Treasurer. 

Dr. E. Aubrey Cox, Wichita Falls, was named “Man of the Month” 
by the local Chamber of Commerce, being selected because of his 
work in “Operation Economy.” 

A modern three-story office building, Gaston Avenue Medical Build- 
ing, is being built in Dallas near Baylor Hospital at a cost of 


Dr. E. B. Mendell, Dallas, and Miss Ruth Jane Aleskin were 
married recently. 

Dr. J. J. Addison and Miss Ella Frances Hicks, both of Dallas, 
were married recently. 


September 1950 


Dr. M. D. Hanson, Huntsville, and Miss Nathalie Sloan, Madison- 
ville, were married recently. 


VIRGINIA 


University of Virginia Department of Medicine, Charlottesville, 
announces Dr. John Hamilton Allan, Professor and Chairman of School 
of Orthopedics: Dr. Morris Sullivan McKeehan, Assistant Professor of 
Anatomy; Dr. Paxton Stodder, Instructor in Pharmacology; Dr. 
Thomas W arren, Instructor in Clinical Pathology; and former mem- 
bers of resident staff of University of Virginia Hospital now full-time 
instructors: Dr. Dwight Brown, Obstetrics and Gynecology; Dr, 


Continued on page 66 


Classified Advertisements 


PHYSICIAN NEEDED for Maryland’s most modern state hospital. 
The Deer’s Head Hospital is located in Salisbury on Maryland's 
Eastern Shore and will accommodate approximately 300 white and 
Negro chronic disease patients. Applicants must have completed a 
year’s rotating internship in an accredited hospital and have two 
years’ resident service in medicine (one year of medical experience 
in the Armed forces may be substituted for one year of the required 
residency). Possession of or eligibility for a Maryland license to 
practice medicine is required. This is a State Merit System position 
and therefore offers generous vacation and sick leave, automatic salary 
increases, and retirement benefits. Standard salary $4312-$5392 with 
full family maintenance. Contact Office of Employment Com- 
missioner, 31 Light Street, Baltimore 2, Maryland, for additional 
information. 


ATTRACTIVE POSITION OPEN for an assistant to general practi- 
tioner. Salary first year and percentage basis thereafter. Prefer a 
Gentile, southerner, over thirty, and must have a Florida license. 
Write Nat. M. Weems, M.D., P. O. Box 578, Boynton Beach, Florida, 
giving full particulars. 


OPPORTUNITIES FOR PHYSICIANS. Are you interested in a posi- 
tion in one of our county or district health departments? Salary 
$5600 to $7200 with $70 a month travel allowance. Public Health 
scholarships available with liberal stipends. Men and women physi- 
cians eligible. Felix J. Underwood, M.D., Mississippi State Board of 
Health, Jackson, Mississippi. 


THE INDICATION DICTATES THE CHOICE OF MEDICATION 


ol (Doho) by exclusive process 
gravity and is virtually free 


1M ACUTE OTITIS MEDIA 
REMOVAL OF IMPACTED CERUMEN 


AS AN ADJUNCT TO SYSTEMIC ANTI- j 
UNFECTIVE THERAPY, AS PENICILLIN, ETC. 


CONTAGIOUS DISEASE EAR INVOLVEMENTS { 
USE 


+++ because its potent di tant, dehydrating and 
Igesic action provid: quick, efficient relief of pain 
end inflammation in any intact drum involvement. 


FORMULA: 

Glycerol 17.90 GRAMS 
(Highest obtainable spec. grav.) 

0.81 GRAMS 
Benzocaine 0.21 GRAMS 


_ has ‘the highest obtainable specific 
_of water, alcohol and acids | 


IN CHRONIC SUPPURATIVE 
OTITIS MEDIA, FURUNCULOSIS 
AND AURAL DERMATOMYCOSIS 


USE ©.T0S-MO-SAN 


-@ potent chemical combination bared 
@ mere mixt Sulfathi 


— ond Urea in AURALGAN Glycerol (DOHO) 


Base—because it exerts a powerful solvent ection 
on protein matter, liquefies and dissol 

granulation tissue, cl and deodorizes, and 
tends to exhilarate normal tissue healing in the effec- 


tive control of chronic suppurative otitis media. 


FORMULA: 

Urea 2.0 GRAMS 
Sulfathiazole .. 1.6 GRAMS 
Glycerol (DOHO) 16.4 GRAMS 


Literature and samples sent to physicians on request. 


DOHO CHEMICAL CORP. 


Makers of AURALGAN and 0-TOS-MO-SAN 


NEW YORK 13 


V 
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of 
¢ 
newly recognized palatable source of 
wo 4 
POTASSIUM 
to 
~d ... the neglected mineral 


— Appreciation of potassium-depleted states is comparatively new. 
ti The importance of a normal potassium-ion balance in the body 
se. is often overlooked. 


Maintenance of the electrolyte balance, osmotic pressure 
_ of the body fluids and normal cardiac rhythm and rate is impos- 


“d sible when the total of potassium-ions is below a critical level. 
oy A common avenue of potassium-ion loss is through increased 
of urinary excretion during fever. 


Valentine’s Meat Extract, with its high content of soluble 
potassium salts (equivalent to 74-97 mg. KCl per cc.) together 
with other inorganic salts, meat bases and small amounts of 
soluble proteins is a valuable dietary supplement, furnishing 
practical amounts of potassium in palatable form. Valentine’s 
Meat-Juice Co., Richmond, Va. 


J. Clin. Endocrin. 9,691 (1949). 

Trans. of Conference on Metabolic Aspect of 
Convalescence, 17th Meeting, Josiah Macy, Jr. 
Foundation, New York, Mar. 29-30, 1948. 


References... 
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Samuel Hay, Internal Medicine; Dr. Robert Kelly, Urology; and Dr. 
Carey Moon, Otolaryngology. Promotions: Dr. William Norman 
Thornton, Jr., from 


of the School of Obstetrics and Gynecology; 


and Dr. Oliver 


B. 
Bobbitt, from Instructor to Assistant Professor of Clinical Pathology. 
Dr. Dudley C. 


Smith, Professor of Dermatology and Syphilology, 
University of Virginia Department of Medicine, Charlottesville, was 
elected Chairman of the Section on Dermatology and Syphilology of 
the American Medical Association for 1950-51. 

Dr. Henry Chesley Decker, after serving a residency in internal 
medicine at Johnston Willis Hospital, Richmond, will be associated 
with his father, Dr. H. W. Decker, Richmond. 

Dr. A. L. Herring, Jr., Richmond, is engaged in the practice of 
general surgery at Grace Hospital, Richmond. 

Dr. J. M. Dixon, Roanoke, having been selected as a Fellow by 
the Heed Ophthalmic Foundation, will do research and study at 
Harvard, Columbia and Northwestern Universities. 

Dr. Charles E. Llewellyn, Jr., Richmond, is one of the resident 
physicians at the Colorado General Hospital, Denver, Colorado. 

Dr. Frank Blanton, having recently completed a residency at Strong 
Memorial Hospital, Rochester, New York, is Assistant Resident, Medi- 
cal College of Virginia Hospital. 


Dr. W. Ambrose McGee, Richmond, has located in Palm Beach, 
Florida, practice limited to allergy. 


Dr. William A. Sadler, Mathews, has opened a maternity hospital 
in Mathews. 
D 


r. H. L. Baptist, formerly of Ivy Depot, but more recently of 


Granite Quarry, North Carolina, has retired from practice and is now 
living at Gloucester Point. 


WEST VIRGINIA 


Dr. Adolph G. Kammer, South Charleston, was elected President- 
Elect of the American Association of Industrial Physicians and Sur- 
geons at its recent meeting. 

Dr. Joseph P. Webb, Huntington, Medical Director, Chesapeake 
and Ohio Hospital since 1945, has resigned to accept appointment as 
Research Director, Upjohn Company, Kalamazoo, Michigan. 

Dr. George F. Swanson, Chief Medical Officer, Veterans Admin- 
istration Center, Martinsburg, has been named Manager and Chief 
of Professional Services of the newly constructed 200-bed Veterans 
Administration Hospital at Beckley. 

Dr. Randolph Graham Bradshaw, Bluefield, and Miss Alice Mc- 
Clung Moore. Lexington, Virginia, were married recently. 


Associate Professor to Professor and Chairman 


Descriptive literature on 
Birtcher Electro Medical and 


Surgical Equipment, and its 


uses, will be sent promptly 


upon request. 


The BIRTCHER CORPORATION 


5087 Huntington Drive, Los Angeles 32, Calif. 


Tillyer Trial Sets 
with TRUE 
Additive Effective 
Power 


able trays. 


vided by Til 


AO Tillyer Trial Sets are also valuable in 
_ Senior checking patients’ acceptance of prescriptions 
obtained with the Phoropter. 


The sturdy, lightweight AO Tillyer Trial rings 
are identifiable by touch .. . saving valuable time 
when used in a darkened room. A special black 
finish prevents annoying reflections. The rings - 
will fit all AO Trial Frames having round cells. 
You may choose between two sets .. . 
Senior . . . in new office style cases wit 


Ask your AO representative to demonstrate the 
many advantages of additive effective power pro- 
lyer Trial Sets. 


American Optical 


Guesswork or “approximations of power” 
no longer enter into ocular examinations. 
With AO Tillyer Trial Sets, the total reading 
you obtain may be easily duplicated in the Rx 
lens actually required by your patient. The 
Tillyer additive effective power system com- 
pensates for such factors as: 


1. Distance of each lens in front 
of the back lens. 

2. Thickness of each lens. 

3. Shape of each lens. 

4. 


Air spaces between lenses. 


or 
remov- 
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TRADEMARK 


Relaxation of bronchial spasm through the bronchodilating 
action of theobromine, and calming of nervous tension and anxiety by 
phenobarbital provide valuable relief. 


Diuresis and alleviation of cardiac dyspnea, produced by theobromine, 
improve status of cardiac patient. 


Relaxing and dilating effect of theobromine on coronary arteries 
increases coronary blood flow, often raises threshold of appearance of 
anginal pain. 


Dilatation of peripheral vessels and stimulation of myocardium by 
theobromine provide favorable circulatory effect; phenobarbital also 
produces a fall in blood pressure by relaxing tension. 


SUPPLIED: Bottles of 50 and 500 tablets. 


CHARLES C. HASKELL & CO., INC. 


RICHMOND... 


- VIRGINIA 
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Metrazel 


September 1950 


COUNCIL ACCEPTED 


A DEPENDABLE, QUICK-ACTING 
CEREBRAL AND MEDULLARY 


STIMULANT 


Metrazol is indicated for narcotic depression, 
for instance, in poisoning with barbiturates or 
opiates, in acute alcoholism, during the operation 
and postoperatively when, because of medullary de- 
pression due to the anesthetic, respiration becomes 


inadequate, and to hasten postoperative recovery 
Metrazol, pentamethylentetrazol after anesthesia with the injectable barbiturates. 


Ampules, | cc. and 3 cc. 
Sterile Solution, 30 cc. vials 


Tablets and Powder 


larly as required. 


Inject 3 cc. Metrazol intravenously, repeat if 
necessary, and continue with | or 2 cc. intramuscu- 


Bilhuber-Knoll Corp. Orange, N. J. 


OPTIMUM EFFICACY 


As shown in the Elvehjem table, Handbook of Nutrition, 
A.M.A., and uniformly confirmed elsewhere, Dried Brewers’ Yeast 
is a high natural source of thiamin, riboflavin and nicotinic acid. 


And brewers’ yeast supplies the other B complex factors in 
balanced amounts which must be had to round out the full 
Vitamin B needs both in medicine and nutrition. For this reason, 
Dried Brewers’ Yeast in animal tests, medical research and practice, 
and nutrition is as yet the world's standard for the full Vitamin B 
Complex. 


VITA-FOOD Red Label and VITA-FOOD Green Label Dried 
Brewers’ Yeast are somewhat higher in assay, and more than 
comply with the standard for Dried Yeast—Brewers’, including the 
bacterial account, in the 14th Revision of the U. S. P. 


VITAMIN FOOD CO. INC. 


187 Sylvan Avenue Newark 4, N. J. 


~VITA-FOOD 


Pues 
BREWERS" YEAST 
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q your 
to 30 MA when you 
require added power. RE- 
TAIN ORIGINAL TABLE AND | 
TUBESTAND — just exchange 
for low-cost 30 MA Control GROWS W 
and. self-contained = REQUIREMENTS 


Tube head. 


your range to 


“a 

00 MA. RETAIN ORIGINAL 
TABLE AND TUBESTAND — 
just add the famous Keleket 
Multicron 100 MA Control 
Unit and any shockproof 


X-ray tube. 


increase 
to 200 MA or higher. RE- 
TAIN YOUR SAME BASIC 
TABLE AND TUBESTAND — 
just exchange present gen- 
erator for a 200 MA Multi- 
cron Generator and, if de- 
sired, a rotating anode tube. 


PREE:—Write for New 


uly illustrated B 
Add-A- The KE K 
LLEY- KOETT 
Manufactur 
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il 


— adaptable to all technics — contour appli- 
cator, induction cable, air-spaced electrodes, 
cuff technic, and minor electrosurgery. 


— power for deep heating — unique method 
of frequency control permits full power 
tube output for heating large areas. 


— accepted — by A.M.A. Council on Physical 
Medicine and Rehabilitation; and Ap- 
proved by F.C.C. and the Underwriters 
Laboratories. 


— economical — as illustrated, with contour 
applicator, $567.50 f.o.b. factory. 


Let us send you literature, including 
prices, without obligation. 


THE BURDICK CORPORATION 
MILTON, WISCONSIN 
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LaMOTTE 
BLOOD CHEMISTRY 
OUTFITS 


A complete line of approved Blood Chemistry 
Outfits, simplified so as to render accurate results 
with minimum time and operation. 


Units available for 


Albumin and Sugar in pH of Urine 
Urine Phenolsulfonphthalein 
Alcohol in Blood and (Block-Type 
Urine. Phenolsulfonphthalein 


Alveolar Air COs Tension 


(Roulette Type) 
Bilirubin in Blood 


Specific Gravity (Blood and 


Blood Loss in Body Fluids Body Fluids) 
Bromides in Blood Sugar in Blood 
Calcium-Phosphorus in Sugar in Urine 

Blood Sulfonamides (Blood and 
Chlorides in Blood Urine) 
Cholesterol in Blood Thiocyanate 
Creatinine in Blood Thymol Turbidity Test 
Gastric Acidity Urea in Blood 
Hemoglobinometer Urea in Urine 
Icterus Index (Pigford) Uric Acid in Blood 
Icterus Index (Micro) Urinalysis 
Kline Test for Syphilis Vitamin C in Blood and 
PH of Blood Urine 


Information on above cheerfully furnished 


If you do not have The LaMotte Blood a 
H ac tary copy will 
be sent upon request. 


LaMotte Chemical Products Co. 


Dept. S Towson, Baltimore 4, Md. 


St. Elizabeth’s Hospital 


Richmond 20, Virginia 


STAFF 


Guy W. Horsley, M.D._.............. General Surgery 


& Gynecology 
Leroy Smith, M.D._.__-.. Plastic and General Surgery 
D. Coleman Booker, M.D._._........... General Surgery 
& Gynecology 
Austin I. Dodson, M.D Urology 
Chasies M. Nelson, Urology 


Douglas G. Chapman, M.D. 


Elmer S. Rob bertson, D. Internal Medicine 
Fred M. M.D.. tg sy 
L. M.D... R 1 


Hunter B. Frischkorn, Jr. “MD 
Randal A. Boyer, M.D 
Howell F. Sh D.D.S. 
Helen Lorraine 


SES 
1 


Dental Surgery 
AeA: 1 Tl 1 2 


Administration 
N. E. PATE, Business Manager 
The operating rooms and all of the front bedrooms 
are Pp y air-conditioned 


School of Nursing 
The School of Nursing is affiliated with The Johns 
Hopkins Hospital School o ursing for a 
months’ coyrse each in iatrics and 


Address: Director of Nursing Education 
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stantly identify the unmatched 
performance-expectancy built into 
every model constituting the 


” the surgeon and other members 
fer the surgical team, this emblem 
will flash a signal assurance of the 
posturing and time-saving facilities 
featured in American-built Oper- 
ating Tables. It will indicate Head 
End Control for physiological and 
anatomical changes of posture 
as may be called for both prior to 


WRITE TODAY for detailed information or during the operation 
i AMERICAN STERILIZER COMPANY turing without disturbing or dis- 
tracting influences. 
Erie, Pennsylvania 


DESIGNERS AND MANUFACTURERS OF SURGICAL STERILIZERS, TABLES AND LIGHTS 
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HILL CREST SANITARIUM 


FOR NERVOUS AND MENTAL DISEASES AND ADDICTIONS 


Insulin and Electro-Shock Therapy used in Selected Cases. Gradual Reduction Method used 
in the Treatment of Addictions. 
Established in 1925 

Thoroughly modern in architecture and construction. Eight departments—affording proper classification of patients. 

outside rooms, attractively furnished. Several bathrooms and rooms with private bath on each floor. Also a 
spacious sun parlor in each department. Located on the crest of Higdon Hill, 1050 feet above sea level, overlooking 
the city, and surrounded by an expanse of beautiful woodland. Ample provision made for diversion and helpful 
occupation. Adequate night and day nursing service maintained. 


James A. Becton, M.D., Physician-in-charge James Keene Ward, M.D., Associate Physician 
P. O. Box 2896, Woodlawn Station, Birmingham 6, Ala. Phones 9-1151 and 9-1152 


THE CARROL TURNER SANATORIUM 


MEMPHIS, TENNESSEE, Route 6, Box 288 


For the Diagnosis and Treatment of Mental and Nervous Disorders 


Located on the Raleigh-La Grange Road, five miles east of the city limits. Accessible to U.S. 70 (the Bristol High- 
way). 53% acres of wooded land and rolling fields. Equipment new and modern, including the latest equipment for 
electro-shock, physical and hydrotherapy. Special emphasis is laid upon occupational and recreational therapy under 
the supervision of a trained therapi An adeq nursing personnel gives individual attention to each patient. 
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ACUFF CLINIC 


514 West Church Ave. 
KNOXVILLE, TENNESSEE 


DIAGNOSIS, MEDICINE, SURGERY, ALLIED SPECIALTIES 


MODERN PHYSICAL MEDICINE and REHABILITATION DEPARTMENT 


The Clinic is equipped with 100 mgm. of Radium element and the latest type one 
quarter million volt constant potential X-Ray therapy equipment for the treatment 


of all forms of malignant diseases. 


Saint Albans Sanatorium 
RADFORD, VIRGINIA 


100-bed private psychiatric hospital for the diagnosis and treatment of nervous and mental 
disorders, including alcoholism and drug addiction. 


J. P. King, M.D. J. L. Chitwood, M.D. Diplomates American Board Phychiatry and Neurology 
T. E. Painter, M.D. Medical Consultant J. K. Morrow, M.D. D. D. Chiles, M.D. 
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One of America’s Fine Institutions . . . 


Newdigate M. Owensby, 
M.D. 
Psychiatrist-in-Chief 


Atlanta Office, 
384 Peachtree Street 


Dr. Willis T. McCurdy, 
Attending Physician 


Dr. J. Rufus Evans, 
Attending Physician 


Elizabeth Hancock, 
Psycho-Therapist 


85 Consulting Physicians 
and Surgeons 

Dedicated to the Scientific Treatment of Nervous and Mental Disorders . . . 

... Ina Setting of Inviting Friendliness and Simple Grace . . . Elevation 1,200 Feet 


Reservations Necessary 
BROOK HAVEN MANOR SANITARIUM 


STONE MOUNTAIN, GA. 
We do not treat acute alcoholic intoxication or narcotic addiction 


APPALACHIAN HALL 


ASHEVILLE, NORTH CAROLINA 


An institution for rest, convalescence, the diagnosis and treatment of nervous and mental disorders, 
alcohol and drug habituation. 

Appalachian Hall is located in Asheville, North Carolina. Asheville justly claims an unexcelled 
all year round climate for health and comfort. All natural curative agents are used, such as 
physiotherapy, occupational therapy, shock therapy, outdoor sports, horseback riding, etc. Five 
beautiful golf courses are available to patients. Ample facilities for classification of patients. Rooms 
single or en suite with every comfort and convenience. 


For rates and further information write Appalachian Hall, Asheville, N. C. 
Wm. Ray Griffin, M.D. M. A. Griffin, M.D. 
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SANATORIUM 


ATLANTA, GA. 


A Medical Institution featuring com- 
plete hydrotherapy and other physical 
measures. 


THE ALCOHOL PATIENT is given special- 
ized treatment and instruction. 


Cardiac, Nutritional and Arthritic cases re- 
ceived. 


John M. Walton, M.D. 


BLACKMAN-WALTON 


25 rooms of service and comfort—hotel type. 


418 Capitol Ave., S. E., 4 blocks from the Capitol. 


SANATORIUM. 


191 


STAFF 
Paul V. Anderson, M.D. 


President 


Rex Blankinship, M.D. 
Medical Director 


Ernest H. Alderman, M.D. 


Associate 


John R. Saunders, M.D. 


Associate 


Thomas F. Coates, M.D. 


Associate 


Phone 5-3245 e 


A private psychiatric sanatorium 
offering modern diagnostic and 
treatment procedures — electro- 
shock, insulin, psychotherapy, 
occupational and_ recreational 
therapy—for nervous and men- 
tal disorders and problems of 
addiction. 


Westbrook is located on a 125 
acre estate of wooded land and 
spacious lawns, affording oppor- 
tunities for outdoor recreational 
activities. Illustrated booklet on 
request. 


Richmond, Virginia 
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POLY-VI-SOL 
Each 0.6 ce. supplies: 


5000 USP units 
1000 USP units 
50.0 mg. 

1.0 mg. 

0.8 mg. 

5.0 mg. 


Vitamin A 
Vitamin D 
Ascorbic Acid 
Thiamine 
Riboflavin 
Niacinamide 


TRI-VI-SOL 
Each 0.6 cc. supplies: 
Vitamin A 
Vitamin D 


Ascorbic Acid 50 mg. 


Pleasant lasting 


Economical 


Conventent 


5000 USP units 
1000 USP units 


SOUTHERN MEDICAL JOURNAL 


These are the 


VERSATILE 


4 


é 


JQUNSON 


LOO enn 


Each 0.5 cc. supplies: 
Ascorbic Acid 


50 mg. 


In the Vi-Sols the physician has three water-soluble liquid 
vitamin preparations from which to choose. Poly-Vi-Sol 
provides six essential vitamins, Tri-Vi-Sol vitamins A, D 


and C, and Ce-Vi-Sol vitamin C. 


The Vi-Sols are exceedingly palatable and make vitamin 
supplementation for both infants and children a pleasant 
experience. 


Highly concentrated, the Vi-Sols provide vitamin sup- 
plementation for infants and children at very low cost. 


Supplied in 15 and 50 ce. bottles, each of the Vi-Sols is 
accompanied by an easy-to-read calibrated dropper to 
make administration easy and assure accurate dosage. 


MEAD JOHNSON & CO. 
EVANSVILLE 21,1ND., U.S.A. 


September 1939 
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“Benzedrex’ T.M. Reg. U.S. Pat. Off. 


prompt 
symptomatic relief 


in hay fever 


Your hay-fever patient wants most 
of all the ability to breathe normally 
—so that he can eat and enjoy it, 
sleep and be rested, work and play 
unhandicapped. For him, you can 


recommend Benzedrex Inhaler and be 
virtually sure that it will free him 
promptly of hay fever’s most 


annoying symptoms. 


Benzedrex Inhaler 
has four outstanding advantages: 


1. More rapid vasoconstriction 

2. More prolonged vasoconstriction 
3. Clean, medicinal odor 

4. No excitation or wakefulness 


Smith, Kline & French 
Laboratories, Philadelphia 


enzedrex Inhaler 


the best inhaler ever developed 
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to the patient’s future 


To safeguard hypertensive, diabetic and certain other 
patients, RUCON KAPSEALS afford strategic and safe 
prophylaxis against capillary bleeding. The ever- 
present threat of vascular accident is minimized by 
combatting increased capillary fragility. 


RUCON 


KAPSEALS” 


RUCON KAPSEALS give three-fold protection to pa- 

tients with increased capillary fragility associated 

with hypertension, diabetes mellitus, pulmonary hem- Each RUCON 
orrhage, retinal hemorrhage, hereditary hemor- Kapseal contains: 
thagic telangiectasia, thiocyanate therapy, ascorbic 

acid deficiency and drug sensitivity. Rutin increases —_Rutin 
capillary strength, vitamin C maintains intercellular Vitamin C (Ascorbic Acid) 


substance and integrity of capillary endothelium, and _Dicalcium Phosphate Anhydrous 400 mg. 
calcium aids the coagulation process. 


DOSAGE: One RUCON Kapseal daily may be given initially, to be increased in accordance with 
therapeutic requirements. In some patients dosages of 300 mg. daily of rutin (3 RUCON Kapseals) 
may be required to secure adequate response. The Géthlin Petechial Index, determined prior to 
instituting therapy and repeated frequently during treatment, may be helpful as a guide to therapy. 
RUCON Kapseals are supplied in bottles of 100. 64k ; 

*Trade Mark 


L ARKE, DAVIS & COMPANY 
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100 mg. 


